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. to this blood-building, 
appetite-building 


iron tonic 


with activity 


plus... iron (ferrous gluconate) in tonic 
quantities 


plus...essential B complex vitamins well 
in excess of known minimum daily 
requirements 


plus...pleasant taste, too 


ELIXIR CAPSULES 
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IRON-B COMPLEX WITH ACTIVITY 
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GASTROINTESTINAL 


SPHINCTER OF ODDI UTERINE 


| Selective Control 


OF SMOOTH MUSCLE SPASM 


Hypertonic states of the gastrointestinal, uterine or bladder musculature are 
thought to be the combined result of an autonomic imbalance and direct over- 
stimulation of the smooth muscle cells. 

Pavatrine® with Phenobarbital offers particular help to the tense, nervous 
patient who is suffering the distress of smooth muscle spasm. Pavatrine effects a 
combined neurotropic and musculotropic spasmolysis while the mild sedation of 
phenobarbital helps to control undue nervous excitability. 

Each tablet contains 125 mg. (2 grains) of Pavatrine (G-diethylaminoethyl 
fluorene-9-carboxylcte hydrochloride) and 15 mg. (% grain) of phenobarbital. 


PaVATRINE with PHENOBARBITAL 


Searle RESEARCH IN THE SERVICE OF MEDICINE 
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PIPANOL 


@ relieves spasticity and tremor 
@ improves gait 
@ diminishes salivation without causing 


Reporting their favorable results in series | accompanying dryness, 
of 117 patients, 89 of whom showed improve- blurred vision or mydriasis 
ment, Doshay and Constable state:1 
@ relieves mental depression 
“Besides the peripheral effects, com- 
mon to other drugs, it has an unusual | @ promotes feeling of well being and 
cerebral-stimulating action, which is alertness 
particularly effective in combating the 
depression and inertia prevalent @ has minimal side effects 
among these patients. It is, moreover, 
so remarkably devoid of toxic reactions Please write for booklet giving detailed information. 
that it is safe for use by the young and : 
the old, the ambulatory and the infirm, —— — ottien of 3 ag. 
the hypertensive, the cardiac and the bottles of 100 oom, 


nephritic.”” 


1. Doshay, L. J., ond Constable, Kote: ORK 
140:1317, Avg. 27, 1949. +6, 
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tal practice can be attributed to its effective- 
ness as well as its duration of action which ex- 
ceeds all other local anesthetics. In obstetrics, 
it is of value for the relief of hemorrhoids, 
fissured nipples, episiotomy—in proctology, for 
fissure in ano—in ophthalmology, for corneal 
pain. Nupercaine is nonirritating, nonnarcotic, 
lasting in its relief. 


Nupercainal Ointment 
brand of dibucaine ointment, contains 1% 
Nupercaine in a base of lanolin and petrola- 


obstetrics 


ophthalmology 


Nupercainal.. 


reliable surface anesthetic. . 
unique in potency and duration 


tum. Issued in one-ounce tubes with rectal ap- 
plicator and one-pound jars for office use. 


Nupercainal Cream 
a nongreasy form, contains 0.5% Nupercaine 
in a scented, water-washable base. Issued in 
collapsible tubes, each containing 1% ounces. 


Nupercainal Ophthalmic Ointment 
contains 0.5% Nupercaine thoroughly dis- 
persed in white petrolatum. Issued in ophthal- 
mic-tip tubes, each containing 4 grams. 
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when you buy a 
Viso - Cardiette 


You can LEARN a great deal about electrocardio- 
graphs from descriptive literature, the makers’ rep- 
resentatives, and the experiences of your colleagues. 
But, when it comes to deciding which one to buy you 
should not be asked to base your choice solely on 
the information thus obtained. Instead of “guessing” 
that the chosen ’cardiograph will be the right one 
for you, you should be permitted to “try it out” for 
a while under the exact conditions you would be 
using it. 

That is why Sanborn Company invites any 
seriously interested doctor, hospital or clinic to 


TEST A VISO-CARDIETTE 
FOR 15 DAYS— 
WITHOUT ANY 
OBLIGATION 
WHATSOEVER. 


This exclusive Sanborn plan places a Viso-Cardiette in 
your hands for 15 days. You run tests on your own patients, 
examine the instrument thoroughly inside and out, invite 
others to appraise it (especially your engineering friends), 
and compare its construction, performance and records with 
those of any other make. Then, at the end of the “trial” 
period, if you are not completely satisfied, you simply return 
the instrument to us. Yes, it’s as easy as that — and you’re 
under no obligation! 


This omgen may be used to ask for a 
15-day **Viso”’ test, or simply 

to request descriptive 
literature. 
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Floropryl is particularly recom- 
mended in cases of glaucoma in 
eyes that do not respond to other 


In the 


treatment of 


For reduction of intraocular tension in 
glaucoma, Floropryl® (Di-isopropy! Fluoro- 


phosphate Merck) has several distinct ad- 


THIS EFFECTIVE MIOTIC AFFORDS vantages: 
LONG DURATION OF ACTION (1) High potency against cholinesterase 


(2) Comparatively infrequent need of ap- 
plication 

(3) Prolonged action (greatly exceeding 
that of pilocarpine or physostigmine) 

(4) Virtual freedom from systemic disturb- 


ance 


AVAILABLE in 5 ce. dropper-bottles of a 
0.1% solution in peanut oil. 


LITERATURE containing full information 
on indications, pharmacology, and dosage 
is available on request. 


(Brand of Isoflurophate; DFP) (Di-isopropyl Fluorophosphate Merck) 


MERCK & CO., Inc. 
Manufacturing Chemists 


Floro is the registered trade-mark of ' RAHWAY New ER 
Mot Co., Inc. for its brand of isofluro- 


phate In Canada: MERCK & CO. Limited - Montreal 


GP « Volume V, Number 5 


miotics, 
(4% 
i 
6 


Managing Publisher 
Mac F. Cahal 


Publication Committee 
Arthur N. Jay, M.D., Chairman 


3233 North Meridian, Indianapolis, Indiana 


Stanley R. Truman, M.D. 
1904 Franklin Street, Oakland, California 


Herbert L. Hartley, M.D. 


727 Stimson Building, Seattle, Washington 


U. R. Bryner, M.D. 


508 East South Temple, Salt Lake City, Utah 


Anthony Ralph Marsicano, M.D. 


1384 Grandview Avenue, Columbus, Ohio 


Editorial Staff 
EDITOR Hugh H. Hussey, M.D. 


ASSOCIATE EDITORS Sol Katz, M.D. 


William S. McCune, M.D. 
EDITORIAL ASSISTANT Clare Sennott 


NEWS EDITOR Cleo Norris 


Production Editor 
John Robson 


Advertising Manager 
Joseph Bourgholtzer 


Comptroller 
Norman P. Allen 


Materials for publication should be addressed 
to the Editorial ond Business Offices of GP: 
Broadway at 34th St., Kansas City 2, Missouri. 
Office of the Editor: Hugh H. Hussey, M.D., Gall- 
inger Municipal Hospital, Washington 3, D. C. 


GP « May, 1952 


MEMO FROM 


THE MANAGING PUBLISHER 


PeriopicaLty GP employs a research agency to make a read- 
ership survey. This agency assigns professionally experi- 
enced interviewers to call on readers in various sections of 
the country to find out in as great detail as possible what 
they want and need and like in a magazine such as GP. 

The researchers assign a “reader performance” figure to 
every unit in the magazine; t.e., to every article, department, 
and illustration. This composite figure is derived by measur- 
ing three factors: The “interest” index shows how many 
readers were sufficiently attracted by an article (by art, sub- 
ject, title, position, etc.) to be interested in it; the “reader 
effort” index shows how many actually read the articles in 
which they are interested, and how carefully; the “value” 
quotient reveals the actual benefit or satisfaction obtained by 
those who read a particular item or look at a particular 
illustration. 

Through such continuous critical surveys the publishers 
keep a definite check on GP’s progress. If you took the 
trouble to compare this issue with one of the early ones, for 
instance, you would discover some fairly extreme departures 
from earlier style, format, and editorial content. These 
changes were made—gradually, to be sure—on the basis of 
studies such as those here described. 

We realize that every periodical, whether it be a medical 
journal or a mystery magazine, has something to sell. It has 
editorial content to sell its readers, and it has advertising 
space to sell to advertisers. The value of the latter will be 
determined largely by the success attained in the former. 
To determine the degree of success accomplished in the 
former we rely upon authentic, experienced, and compre- 
hensive analysis by experts. 

But there are other ways of measuring reader acceptance 
also. Two letters which arrived at the managing publisher’s 
desk on the day this was written indicate that we are achiev- 
ing at least a fifty-fifty degree of success. 

One member from Wisconsin took the trouble to tell us 
that he found nothing of interest in GP whatsoever, that it 
was not the kind of journal general practitioners would read, 
and that it was a complete and utter failure. 

The other was from the modest wife of a major in the U.S. 
Army. Her husband, an Academy member from Oklahoma, 
is now aboard a hospital train, presumably in occupied 
Germany. He had been advised by our subscription depart- 
ment that it would cost approximately $20 extra annually 
to mail each month’s issue to him airmail via the A.P.O. in 
New York. His wife forwarded, with her check, the bottom 
portion of a letter to her which carried his army address and 
the words, ‘Will you please send a check to pay for airmail 
delivery? Love, George.” 

Makes you feel kind of good. —M.F.C. 


| 
ay 
ay 
aa 
| 
| 
| 
| 
3 
| 
* 
7 
| 
i 


1761 John Allen, M.D., F.R.S., wrote of bronchial asthma in 
his Summary View of the Whole Practice of Physick: 


“Peruvian bark is recommended to put off the fit.” 
(London, 1761, Vol. II) 


1952 Today, another and more effective botanical—‘Eskel’— 
is finding a place in the bronchial asthma field. 
In a recent study, Derbes et al.! reported that ‘Eskel’- 
a clinically proved preparation of khellin—provided 


marked relief in 60% of their bronchial asthma cases. 
1. Ann. Allergy 9:354 


in bronchial asthma Eskel 


Smith, Kline & French Laboratories, Philadelphia 
“Eskel’ T. M. Reg. U. S. Pat. Off. 
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Hildebrand Re-elected 
Chairman of Board 


Pledge Assistance to 
British Academy 


Dr. W. B. Hildebrand, Menasha, Wis., was re-elected Chair— 
man of the Board of Directors at its annual meeting in At- 

antic City March 27. Dr. H. T. Jackson, Ft. Worth, was 
elected Treasurer to succeed Dr. U. R. Bryner who had un- 
animously been elected President-elect by the Congress of 
Delegates two days earlier. These two, with Chairman Hilde- 
brand and President Robins, were selected to compose the Ex- 
ecutive Committee. 


Last month we gave you here a quick report on the Assembly 
and the important actions of the Congress of Delegates. In 
this issue you will find a pictorial report on the entire 
meeting. The official TRANSACTIONS of the Congress of Dele- 
gates, including annual reports of all committees, will be 
mailed to all members soon. 


['S, containing outlines and supplemental material 
ientific lectures and exhibits presented at the 

ing will be available about July 1. They will be 
mailed to all members and guests who ordered them during the 
meeting. Others may obtain copies by mailing their order 
with $3.00 to headquarters. 


indner. His tentative program 
was approved. Other new committee appointments will be made 
at a regular meeting of the Board on May 17. 


P was pledged by the Board. 


When this was mentioned on the floor of the Congress of Del- 


egates, there were some who objected to such help if it en- 
tailed any expense, but the majority voted to leave this to 
the discretion of the Board. In the course of a full day 
preceding the Assembly and another meeting following its 
close the Board also: 


Studied and adopted annual reports of its officers and 
twelve standing committees and acted upon numerous other 
special reports and recommendations; 


Authorized the Executive Secretary and President-elect 
Bryner to accept invitations to appear before the Presi- 
dent's Commission to Study Health Needs as representatives 
of the Academy; 


Approved Dr. John R. Fowler's suggestion to create a "Cen- 
tury Club" composed of members contributing $100 or more to 
the building fund; 


Approved a proposal that the Academy pay an honorarium to 
the Delegate from the Section on General Practice of the AMA 
to assist in defraying his expenses to attend AMA meetings; 


| 
4 
= 
* Dr. Merlin Newkirk, South Gate, Calif., was appointed 
ae Chairman of the Committee on Scientific Assembly by the 
fe > All possible assistance to general practitioners in Eng- 
= land in their efforts to form a Royal Academy of General 
Practice patterned after the 


Fee Splitters Sought in 
Wide Tax Audit 


Here and There in 


Fewer Words 


Discussed without final action a proposal to create an ad- 
visory committee composed of distinguished lay citizens; 


Approved the sale of advertising space in the official 
Academy directory; 


Approved a proposed letterhead for the Professional Men's 
Insurance Agency's use in administration of the AAGP group 
disability insurance plan, and also gave the PMIA authority 
to investigate group life and pension plans for Academy 
members. 


> The Board of Regents of the American College of Surgeons 
announced at its meeting in White Sulphur Springs on April 
17 that it would ask the Bureau of Internal Revenue to pro- 
ceed against fee splitting surgeons by disallowing as income 
tax deductions p payments to referring physicians. Meanwhile 
a militant campaign by the Bureau to uncover such payments 
through systematic audit of all surgeons' books was reported 


in some areas. 


But, the Bureau's contention that such payments were con- 
trary to public policy and thus not deductible received a 
setback when the tax case upon which they were relying was 
reversed by the U. S. Supreme Court last month. In revers-— 
ing the Tax Court and Fourth Circuit Court, the Supreme 
Court Justices held that such payments (in this case by an 
optical company) were deductible if they reflect an estab- 
lished and widespread practice and do not violate "policies 
evidenced by some governmental declaration." 


> With two Academy representatives present a spirited dis- 
cussion on surgery by general practitioners enlivened the 
opening panel of the President's Commission on Health Needs 
on April 8. St. Louis surgeon Evarts Graham, a commission 
member, contended that none was justified in this day of 
good highways to "teaching centers." The majority of others 
present disagreed. 


Section secretary E. I. Baumgartner urges Academy members 
to attend sessions of the Section on General Practice when 
they go to the AMA semen in Chicago. GP will carry the 
program next month. 


The Tax Court is now oe a case involving the right of 
an attorney to deduct the cost of special courses in law. 
Its decision may affect the status of — expenses 
in medicine, now considered nondeductible. . 


Surgeon General Leonard Scheele of the U. s. Public Health 
Service, whose reappointment for another four-year term was 
confirmed by the Senate March 11, was sworn in for his 
second term April 3. ' 


The long awaited bills to provide free hospitalization for 
social security beneficiaries (see Newsletter October, 1951) 
were introduced April 10 by sponsors whose names are synono- 
mous with socialized medicine. Drawn by the Social Security 
Administration, the Murray—Dingell bills are S. 3001 and 
H. R. 7484, respectively. 

Dr. H. Kenneth Scatliff, Academy member and President of 
the Chicago Medical Society, has been named vice-chairman of 
the Local Arrangements Committee for the AMA meeting in Chi- 
cago next month. 


Respectfully yours, 
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» advanced aNalgetic concep? Warren. 
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rexia, Nausea ang vomiting, dizziness and 
tinnitus, kidney irritation even in doses 
far exceeding the maximum tolerated 
doses of sodium Salicylate. 
SALRIN js Sodium-tran diffuses readily | 
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the protein balance of mother’s milk 


The average mean value for the protein content of milk from repre- 
sentative healthy mothers* is generally placed at 1.5 per cent. In 
close approximation, the protein content of standard SIMILAC for- 
mula is 1.72 per cent. 


Similac protein approximates breast milk protein in 
ESSENTIAL AMINO ACID PATTERN AND CONTENT. 


ISOLEUCINE 


LEUCINE 
THREONINE 

VALINE 


BREAST MILK 


2 
= 
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Similac, simulating human breast milk, provides all the essential amino acids 
in quantities necessary for maintenance needs as well as for a normal rate of 
growth. In addition, all the non-essential amino acids are present. (Not shown 
on graph.) 


Similac protein is equivalent to breast milk protein in digestibility. 


The curd of Similac (tension: zero) is as fine, as soft, as flaky as breast milk 
curd, thus assuring maximum surface area for enzyme action and rapid, un- 
hampered digestion. 


Similac is available as Powder, 1 lb. tins, and Liquid, 13 fl oz. tins. 


1. National Research Council: The Composition of 
Milks, Bull, 119, 1950. 


oO “a. 2. Salmi, T.: Acta Paediatrica 31:1, 1944. 
is Teme, ing, alwa 3. Spiess: Monatschr. {. Kinderhk, 97:242, 1949. 
feasible, "Pe When 


URy 


GP « Volume V, Number 5 


| 
in mg. per 100 cc. fluid 
* For Poo: 
rly-no 
he as 0.8, 
1S Cons; Dr ote 
grate 
i 
mothers that there is “ne, 
10 
i, 


Allergy: Harry L. Rogers, M.D., Philadelphia, Pa.; George L. 
Waldbott, M.D., Detroit, Mich. 


Anesthesiology: John Adriani, M.D.; New Orleans, La.; 
Robert A. Hingson, M.D., Baltimore, Md.; Stevens J. 
Martin, M.D., Hartford, Conn.; Charles F. McCuskey, 
M.D., Los Angeles, Calif. 


Aviation Medicine: L. H. Bauer, M.D., Hempstead, L. I., 
N. Y.; Howard K. Edwards, M.D., Miami, Fla. 


Cardiac and Vascular Surgery: Alfred Blalock, M.D., Balti- 
more, Md.; Robert E. Gross, M.D., Boston, Mass.; Gerald 
H. Pratt, M.D., New York, N. Y. 


Cardiology: George E. Burch, M.D., New Orleans, La.; C. E. 
de la Chapelle, M.D., New York, N. Y.; William H. 
Gordon, M.D., Lubbock, Tex.; William J. Kerr, M.D., 
San Francisco, Calif.; Louis B. Laplace, M.D., Philadel- 
phia, Pa.; Wallace M. Yater, M.D., Washington, D. C. 


Chemotherapy, Antibiotics and Infectious Diseases: Paul B. 
Beeson, M.D., Atlanta, Ga.; John W. Brown, M.D., 
Madison, Wis.; Harry F. Dowling, M.D., Chicago, IIL; 
Harry A. Feldman, M.D., Syracuse, N. Y.; Maxwell Fin- 
land, M.D., Boston, Mass.; Perrin H. Long, M.D., Brook- 
lyn, N. Y.; Karl F. Meyer, M.D., San Francisco, Calif. ; 
Theodore E. Woodward, M.D., Baltimore, Md. 


Colon and Rectal Diseases: Harry E. Bacon, M.D., Philadel- 
phia, Pa.; Robert Turell, M.D., New York, N. Y. 


Deficiency Diseases: Tom D. Spies, M.D., Birmingham, Ala. 


Dermatology and Syphilology: Leon Goldman, M.D., Cin- 
cinnati, Ohio; Paul A. O’Leary, M.D., Rochester, Minn. ; 
Donald M. Pillsbury, M.D., Philadelphia, Pa.; Richard L. 
Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., New York, 
N. Y.; Andrew L. Banyai, M.D., Milwaukee, Wis.; Alvan 
L. Barach, M.D., New York, N. Y.; J. Arthur Myers, 
M.D., Minneapolis, Minn.; Maurice S. Segal, M.D., 
Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. E. 
Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, Jr., 
M.D., Oklahoma City, Okla.; Willard O. Thompson, 
M.D., Chicago, Ill. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 
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Gastroenterology: T. Grier Miller, M.D., Philadelphia, Pa.; 
Martin E. Rehfuss, M.D., Philadelphia, Pa. 


General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, Mo.; 
Harold Jeghers, M.D., Washington, D.C.; William D. 
Paul, M.D., Iowa City, Iowa; Alison H. Price, M.D., 
Philadelphia, Pa.; Edward Weiss, M.D., Philadelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, M.D., 
Saint Louis, Mo.; L. Kraeer Ferguson, M.D., Philadelphia, 
Pa.; Willis D. Gatch, M.D., Indianapolis, Ind.; Harris B. 
Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, Ohio; 
Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich. ; Frank W. Konzelmann, M.D., Washington, D. C.; 
Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake City, 
Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; George T. 
Pack, M.D., New York, N. Y.; Dr. Edith H. Quimby, New 
York, N. Y.; I. Snapper, M.D., New York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San Fran- 
cisco, Calif.; R. Glenn Spurling, M.D., Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., Saint 
Louis, Mo.; J. P. Greenhill, M.D., Chicago, Ill.; Thad- 
deus L. Montgomery, M.D., Philadelphia, Pa.; Emil 
Novak, M.D., Baltimore, Md.; Ernest W. Page, M.D., San 
Francisco, Calif.; Richard W. Te Linde, M.D., Baltimore, 
Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 

Oral and Plastic Surgery: James Barrett Brown, M.D., Saint 
Louis, Mo.; Paul W. Greeley, M.D., Chicago, Ill.; V. H. 
Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, Ill. ; 
Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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No inconvenience with 


“NATIONAL” ACTH “National” is clinically 
established in the treatment of 


collagen diseases, as rheumatoid 
file wae dy for injection arthritis, rheumatic fever, 

nephrotic syndrome. . . inflammatory 
conditions, as ulcerative colitis... 
No spoilage with metabolic diseases, as gout, 
hypoglycemia... and hypersensitivities, 


as in hay fever, urticaria, 
“NATIONAL” bronchial asthma and drug sensitivity. 
SupPLieD— 2 cc. and 10 cc. multiple 


dose vials, 20 USP Units per cc. 


ready for injection. 
... refrigeration is unnecessary ‘ 


IMPORTANT TO YOU—ACTHis capable 


of causing marked metabolic changes. 


No uncertainty with A comprehensive brochure classifying 


useful data and treatment is available 
to you on request, without obligation. 
“NATIONAL” Write for your copy. 


More than Half a Century 


...it’s a stabilized colloidal solution of Service to 
the Medical Profession 


And THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 


— is as close as your prescription pad! 
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(Continued from page 11) 

Pathology: Emma S. Moss, M.D., New Orleans, La. 

Pediatrics: Harry Bakwin, M.D., New York, N. Y.; Katharine 
Dodd, M.D., Cincinnati, Ohio; Archibald L. Hoyne, 


M.D., Chicago, Ill. ; Irvine McQuarrie, M.D., Minneapolis, 
Minn.; James L. Wilson, M.D., Ann Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 

Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 

Pharmaceutical Research and Development: K. K. Chen, M.D., 
Indianapolis, Ind.; Charles E. Dutchess, M.D., New York, 
N. Y. 


Physical Medicine and Rehabilitation: Frank H. Krusen, M.D., 
Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen Cattell, 
M.D., New York, N. Y.; J. H. Comroe, Jr., M.D., Phila- 
delphia, Pa.; Martin Fischer, M.D., Cincinnati, Ohio; 
Harry Gold, M.D., New York, N. Y.; John C. Krantz, 
Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. Beel- 
man, M.D., Washington, D. C.; John E. Gordon, M.D., 
Boston, Mass.; Edward G. McGavran, M.D., Chapel Hill, 
N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; D. E. 
Waggoner, M.P.H., Topeka, Kan. 
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Approved! HANOUIA’S new 


represent a new achievement in diathermic electronics. 
e A.M.A. APPROVED 


@ FINGERTIP CONTROL FOR EASIER OPERATION 


e@ USES APPROVED TYPE APPLICATORS 


Fully descriptive literature promptly 
sent on request to Dept. GP 5-52 


NEWARK 5, NEW JERSEY 


Psychiatry and Neurology: Bernard J. Alpers, M.D., Phila- 
delphia, Pa.; Charles D. Aring, M.D., Cincinnati, Ohio; 
William C. Menninger, M.D., Topeka, Kan.; Herbert S. 
Ripley, M.D., Seattle, Wash.; Edward A. Strecker, M.D., 
Philadelphia, Pa.; Harold Wolff, M.D., New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; Ross 
Golden, M.D., New York, N. Y.; Leo G. Rigler, M.D., 
Minneapolis, Minn.; Paul C. Swenson, M.D., Philadel- 
phia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson Brown, 
M.D., Washington, D. C.; W. Paul Holbrook, M.D., 
Tucson, Ariz.; John H. Talbott, M.D., Buffalo, N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif. ; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New Orleans, 
La.; William A. Sodeman, M.D., New Orleans, La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., Cleve- 


land, Ohio; Hobart A. Reimann, M.D., Philadelphia, Pa. 


This modern new unit is the culmination of years of painstaking 
development and improvement by a special staff of Hanovia 
scientists and engineers. Its wide flexibility in 


application and its outstanding performance and dependability 


@ FCC APPROVED 


e@ DESIGNED FOR HEAVY DUTY 


@ EQUIPPED FOR MINOR ELECTRO SURGERY 
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SUSPENSION 


CREMOSUXIDINE® is a smooth, delicious, chocolate-mint flavored suspension of SuLFASUXIDINE@—the 
virtually nontoxic intestinal bacteriostat—with detoxicant kaolin and pectin for control of infectious and 
non-specific diarrheas. Since SULFASUXIDINE remains in high concentration in the intestines and is only 
sparingly absorbed, CREMOSUXIDINE is sound, effective therapy for diarrhea, even in infants and children. 
Supplied in SPASAVER® bottles of 16 fluidounces. Sharp & Dohme, Philadelphia 1, Pennsylvania. 
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WYETH 


INCORPORATED 


1401 WALNUT STREET * PHILADELPHIA 2, PA. 


Announcing ® 
Injection 
W YAMIN E® Sulfate 
Pressor amine with gentle, 


sure and sustained response 


Dear Doctor: 


When the coronary or surgical hypotensive 
patient's blood pressure falls, it must be supported. 
Injection Wyamine Sulfate gives the physician a new, 


proved aid which will help accomplish this objective. 


The pressor response to Wyamine is gentle, sure 
and sustained, comparable with that of ephedrine in 
intensity. Wyamine, in contrast to many presently 
available preparations, including ephedrine, is 
remarkably free from any undesired side effects. You 
can inject Wyamine without exposing your patient to 
the dangers of acceleration of the heart beat and 
arrhythmia; without fear of causing cerebral stimula-— 


tion with its attendant restlessness and excitation. 


We feel certain you will agree that Wyamine 


should be in your bag. It is supplied in vials of 


l cc. and 10 cc. (15 mg. Wyamine base per cc.) 


MEDICAL DEPARTMENT 
Wyeth Incorporated 
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Chis Month’s Authors 


Robert J. Crossen, M.D., 


assistant professor in clinical obstetrics and gynecology at Washington University, St. Louis, 
Missouri, is a member of the GP Editorial Advisory Board in that field. He received his 
M.D. from Washington University School of Medicine in 1925. A diplomate of the American 
Board of Obstetrics and Gynecology, he is also a founder of the American Academy of Ob- 
stetrics and Gynecology. Dr. Crossen has contributed five books and many articles on gyne- 
cologic and obstetric subjects to the medical literature. 


Leslie W. Freeman, M.D., 


is associate professor of surgery at Indiana University. He was graduated from the University 
of Chicago Medical School in 1943 and took his internship and a residency in neurologic 
surgery at Chicago Memorial Hospital. After service as Chief of Paraplegia in both Army 
and V.A. hospitals, Dr. Freeman was a research associate at Yale University School of Medicine 
in 1947 and later director of the Surgical Experimental Laboratories at Indiana University 
Medical Center from 1948 to 1951. 


Alfred H. lason, M.D., 


instructor in anatomy and surgery at New York Medical College, is also engaged in research 
on anesthesia for postoperative pain. He is Director of Surgery at the Brooklyn Hebrew Home 
and Hospital, and Attending Surgeon at Adelphi Hospital of Brooklyn. Dr. Iason graduated 
in medicine from Columbia Physicians and Surgeons College in 1915. He is a Fellow of the 
American Geriatrics Society, American Medical Association, and Society of Industrial 
Medicine. 


John P. Merrill, M.D., 


is an instructor of medicine at Harvard Medical School, Boston, Massachusetts, as well as 
associate in medicine at Peter Bent Brigham Hospital, Boston. He was graduated from Har- 
vard University Medical School in 1942, and was a Milton Fellow in Medicine there in 1948. 
As a member of the American Heart Association, Dr. Merrill has been a Research Fellow, and 
is presently serving as an Established Investigator. He is a diplomate of the National Board of 
Medical Examiners. 


William A. Sodeman, M.D., 


is visiting lecturer in medical sciences at the School of Tropical Medicine in Calcutta, India. 
At the end of the academic year, he will return to his duties as Chairman of the Department of 
Tropical Medicine and Public Health at Tulane University School of Medicine, New Orleans, 
Louisiana. Dr. Sodeman is a diplomate of the American Board of Internal Medicine and a 
Fellow of the American College of Physicians. He is President-elect of the American Society 
of Tropical Medicine and Hygiene. . 
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Important Facts about Gerber’s 4 Starting Cereals: All free from 

milk solids. All fortified with important B-vitamins, iron, and calcium .. . especially needed 
as supplementation during the weeks when natural reserves decline. All pre-cooked 

and ready to serve with milk, formula, or other liquid. All unsurpassed @2geR@ 

for quality—at any price. R 


SAMPLES FREE, with Baby Foods Analysis Folder. Write on 
your letterhead to Gerber’s, Dept. 105-2, Fremont, Michigan. 


Babies are our business... our only business ! 


Gerbers 


BABY FOODS 


4 CEREALS © STRAINED AND JUNIOR FOODS © MEATS 
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‘Vesorelaxstion Through Central Action... 
Along Established Physiologic Channels 


Veriloid 

Supplied in 1, 2, and 3 mg. 
tablets. Average dose, 9 to 
15 mg. daily, in divided dos- 
age three times daily, every 6 
to 8 hours, preferably after 
meals. 


Veriloid -VP 


Veriloid, 2 mg., and pheno- 
barbital, 15 mg., per tablet. 
Vel. when is re- 
quired. Average dose, one 
tablet four times daily after 
meals and at bedtime. 


Veriloid-VPM 
Veriloid, 2 mg., phenobarbital, 
15 mg., and mannitol hexani- 
trate, 10 mg., per tablet. Pro- 
vides the added vasorelaxant 
action of mannitol hexanitrate. 
Dosage same as that given for 
Veriloid-VP. 


An outstanding feature of the hypotensive action of 
Veriloid is its central action, effecting vasorelaxation by 
impulses traveling along physiologic channels to the 
arteriolar musculature. Thus it does not interfere with 
ganglionic function and allows continuous operation of 
postural reflexes so essential for normal activity. 

Veriloid, a unique ester alkaloidal fraction (generically 
designated alkavervir) of Veratrum viride, is specifically 
indicated in all grades of essential hypertension. Biologi- 
cally standardized in dogs for hypotensive potency, its 
pharmacologic uniformity makes for a more dependable 
and a more profound hypotensive response. Through 
careful dosage regulation, around-the-clock depression of 
blood pressure is possible for continued control of the 
disagreeable symptoms of hypertension. 


RIKER LABORATORIES, 
8480 Beverly Boulevard, Los Angeles 48, Calif. 


INC, 


NOTE THESE 12 IMPORTANT FEATURES 


] Uniformly potent; constancy of _pharma- 
cologic action permits nema in dosage 
calculated 


2h unique process of manufacture produces 
a tablet which dissolves slowly, thus assures 
Veriloid es and action over a con- 


siderable period . 


3 Moderates blood pressure by ae 
action independent of vagomotor effect . 


in milligrams . 


6 Cardiac output is not reduced ... 

7 No compromise of renal function . . . 

8 Cerebral blood flow is not decreased .. . 

9 Tolerance or idiosyncrasy rarely develops. . 
1Q Hence can be given over long periods in the 


aim to arrest or lessen arr anaes of hyper- 
tension . 


4 No ganglionic or adrenergic blocking . 


4 Lability of blood pressure, so important in 


Well tolerated in rly ofoutes dosage; 
Il does not lead to propels 


meeting the demands of an active life, is not 


—- ee no danger of postural hypo- 


tension . 
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What it takes 


BENYLIN EXPECTORANT rapidly relieves cough because 
it combines BENADRYL hydrochloride (10 mg. per tea- 
spoonful), with established non-narcotic remedial agents. 
BENYLIN EXPECTORANT liquefies mucous secretion, re- 
laxes the bronchial musculature, soothes irritated mucosa 
and relieves nasal stuffiness, sneezing and lacrimation. Its 
mildly tart taste appeals to adults as well as children. 


@my exercronayt 


DECONGESTANT 
ANTISPASMODIC- 


ANTIHISTAMINIC 


BENYLIN | 


EXPECTORANT 


__NON-NARCOTIC 
PALATABLE 


DAVIS DOSAGE: One or two teaspoonfuls every two to 
three hours. Children, one-half to one 
teaspoonful every three hours. 

Supplied in 16-ounce and 1-gallon bottles. 
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Yours Truly... 


Iron Deficiency Anemia 


Dear Sir: 

While catching up with my August GP, I came across 
Extract for Secondary Anemia” under “Information 
Please.” The consultant says it is no good. This is at vari- 
ance with my concept and disagrees with that of Dr. Murphy 
of Minot and Murphy. 

In a personal communication in about 1941, he told me 
that he always uses crude liver in all cases of severe iron 
deficiency anemia. He found out that there was apparently 
bone marrow stimulation in cases formerly thought to be 
pernicious anemia, but later proven not to be. He is sure 
that these cases clear more rapidly with liver than without. 
I heartily agree and suggest it, especially in cases with rela- 
tively low cell counts to blood color, i.e., high color index. 

E. A. Bicknett, M.D. 
Detroit, Michigan 


We still believe that a patient with iron deficiency anemia 
needs only iron as replacement therapy. Patients with a high 
color index do not have iron deficiency anemia.—Ep. 


For Ulcer Patients 


Dear Sir: 

Dr. Hussar’s article in the January issue of GP is an 
excellent one, and I should like very much to type up some 
of the information to pass on to my ulcer patients if you as 
editor have no objection. 

In my experience, if I try to tell my patients that much 
information, I either omit part of it or they forget it by the 
time they reach home. 

I would be glad to forward a copy of the extracted mate- 
rial if you so desire. 

P. H. Gurzter, M.D. 
River Falls, Wisconsin 


We are happy to see GP serving such a practical purpose. 
Permission granted.—Ep. 


Help Wanted 
Dear Sir: 


I am leaving for the service in a short time and would like 
to find a general practitioner to work in my office on either 
a locum tenens or lease basis. 

He would be associated with my brother in a small clinic 
with complete x-ray, laboratory, and immediate hospital 
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LETTERS FROM OUR READERS 


facilities. The practice is very lucrative. The town of Colton 
(California) is of 15,000 to 20,000 population, is five miles 
from San Bernardino, a town of 60,000, and is close to large 
medical centers. 

If satisfactory, I would like the doctor to stay perma- 
nently. 

Cuartss E. Encet, M.D. 

Colton, California 


General Practice Residency 


Dear Sir: 

Community General Hospital has been approved for a 
general practice residency, and we should like to know of 
qualified applicants for the position. 

It is a 150-bed hospital with a well-organized General 
Practice Department and progressive staff. All Services are 
active, especially emergency, clinic, and outpatient. The 
resident will supervise interns. The salary will be $300 a 
month plus full maintenance. 

Applicants should write to Dr. Carroll Kring, head of 
General Practice Department, Community General Hos- 
pital, Reading, Pennsylvania. 

T. K. 
Community General Hospital Superintendent 
Reading, Pennsylvania 


Kudos 


Dear Sir: 

May I thank you and the members of the committee who 
organized the meetings on the subject of alcoholism so 
effectively and took such good care of the speakers and 
panel members during their stay at Atlantic City. I think 
all of us who appeared that morning felt that we had a most 
receptive audience and that our efforts to increase education 
in this field were amply repaid. I hope very much that the 
future will show that this venture on the part of the Academy 
will have proven effective in a very important area of pub- 
lic health. 

D. Bacon, Px.D. 
Laboratory of Applied Physiology 
Yale University 
New Haven, Connecticut 


Dear Sir: 

Thank you for the many courtesies extended to Mrs. 
Krantz and me during our stay at Atlantic City. Everyone 
(Continued on page 23) 
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robe 


meets the patient’s 
first demand 


In diarrheas, Arobon assures rapid control of the 
abdominal distress, the frequent stools, and the result- 


ing generalized discomfort. 

SIMPLE TO 

PREPARE AND Processed from specially prepared carob flour, Aro- 
HIGHLY PALATABLE 
citattinedmman bon contains a high proportion (22 percent) of pectin, 
for caus we and hemicellulose. Its adsorptive and demul- 


milk. Average dose for adults, two 

level tablespoonfuls in four ounces; 

for children, one level tablespoonful cent actions serve to remove offending bacteria and 
in four ounces. 

For infants, two level teaspoonfuls in toxins, and the gelatinous mass it forms on taking up 
four ounces of skim milk or water . 

and boiled for Y2 minute. water soothes the inflamed bowel. 

When mixed with milk, Arobon forms 


aeaieeeiaieei Arobon produces excellent results in the non-specific 


diarrheas of adults, children, and infants, often lead- 
ing to formed stools in 12 to 15 hours. In the specific 
dysenteries, its action is valuable in conjunction with 
indicated chemotherapeutic agents. 


Available in five ounce bottles 
through all pharmacies 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 
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(Continued from page 21) 

went the second mile to make our visit a pleasant one. I 
wish to congratulate you upon the excellent progress that 
your society has made. 

Joun C. Krantz, Jr., Pu.D. 

Professor of Pharmacology 
University of Maryland 
College Park, Maryland 


Dear Sir: 

I thought your Atlantic City meeting was grand. The 
audience was very attentive. You are doing a swell job for 
your organization. 


Washington, D.C. Wattace M. Yater, M.D. 


Dear Sir: 

I enjoyed ever so much the participation on your panel 
in Atlantic City. Rarely have I experienced a more respon- 
sive audience. I regret that there wasn’t time for questions 
from the floor—I think it would have been interesting. 
You have a great institution under way. Congratulations on 
what you have done and the best of success to you! 

Leonarp E, Reap 
President 
Foundation for Economic Education, Inc. 
Irvington, New York 


Dear Sir: 

First, I want to compliment you on your meeting held re- 
cently in Atlantic City. As you know, I take particular in- 
terest in these meetings, and have been at the helm on 
several occasions. I have never witnessed a meeting that 
was as well in hand and in which everything was taken care 
of and up to the minute. 

Rex L. Divetey, M.D. 
Kansas City, Missouri 


Dear Sir: 

I was very much impressed with the meeting, and think 
that as far as the general practitioner is concerned, it is far 
superior to any other meeting that I know of—and I was 
happy to participate in it. 

Rosert B. Greensiatt, M.D. 
Professor of Endocrinology 
Medical College of Georgia 
Augusta, Georgia 


Dear Sir: 

Dr. McCartney, who substituted for me on your program, 
has just returned from your meeting in Atlantic City and is 
enthusiastic about his reception and your program. 
University of Chicago M. Epwarp Davis, M.D. 
Chicago, Illinois 


Dear Sir: 

Yours was the best audience that ever confronted me. It 
was marvelous to see the things that you have achieved. 
Best wishes for your continued outstanding success. 

Rotten WATERSON 
Executive Secretary 
Alameda-Contra Costa Medical Association 
Oakland, California 
(Continued on page 25) 
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“I clean the poisons out every day,” he 
says—but he doesn’t realize he is whip- 
ping a tired, irritated bowel. 


Put this character on a treatment of Turicum. 
Explain to him it is not a one-shot cathartic 
but a restorative treatment that should be 
kept up for several days to help the bowel 
back to normal reflex peristalsis. 


TURICUM 


lubricoid action without oil 


it is pleasant and easy to take. 


WHITTIER LABORATORIES 
CHICAGO 11, ILLINOIS 


A DIVISION OF NUTRITION RESEARCH LABORATORIES, INC. 


sean salts 
A 
. t . 
\ 
| 
rl oo 
° 
\ 
; — 
23 


Vitamin 


ointment 


TREATMENT Provides an emollient, 
protective covering. Alleviates pain and discomfort, 
accelerates healing. 

PREVENTION Keeps skin soft and pliable, 
and protects exposed areas from serious sunburn 
Promotes tanning. 

CONTAINS the natural vitamins A and D. 


Pleasantly fragrant, does not stain tissues. 


White Laboratories, Inc., Kenilworth, N. J. 
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(Continued from page 23) 
Dear Sir: 

I wish to take this opportunity to express my sincere 
gratitude to you and other members of the Academy for the 
courtesies and hospitality extended me during my stay in 
Atlantic City. I have never experienced the same cordial 
attention as was shown me by your committee. I hope that 
my paper was worthy of the confidence that your group 
had in inviting me to speak at your meeting. 

GrorceE J. THomas, M.D. 
Associate Professor of Surgery 
University of Pittsburgh 
School of Medicine 
Pittsburgh, Pennsylvania 


Dr. Joseph Lindner and his Committee on Scientific Assem- 
bly deserve the major share of the praise heaped upon the Acad- 
emy by speakers, exhibitors, and guests at the 1952 meeting. 
In his behalf we acknowledge these graciously flattering com- 
ments with a modest bow.—PUBLISHER 


Psychiatry in General Practice 


Dear Sir: 

As usual I read with great interest your last number of 
GP (February) and noted a short article by Stewart Wolf, 
in which he states how important psychiatry should be to 
the general practitioner. 

I wholeheartedly agree with Dr. Wolf. But, where, oh 
where, can one get training in it, being a g.p.? I asked Dr. 
Wolf this question (before his article appeared), and he 
could not give me an answer. I feel the urgent need for more 
training, as we see cases of neuroses, depressions, and not 
only of cases in psychosomatic medicine. I had enrolled at 
Mt. Sinai Hospital in New York for a three-month course 
and it was cancelled, as there were only two registrants. 
The course (full-time for three weeks) at the Post-Graduate 
Hospital in New York did not even start. 

I feel quite at a loss, as I doubt that there will be a greater 
demand next year. I cannot imagine that there should not 
be sufficient members of the A.A.G.P., say in New York, 
who would be interested in a course in psychiatry for the 
g-p. 

Could you help me in my dilemma or instigate a course 
of that kind with greater publicity. 
Frank F. Nortuman, M.D. 
Bridgeport, Connecticut 


The postgraduate number of J.A.M.A., December 8, 1951, 
Vol. 147, No. 15, on pages 1,479 and 1,480, lists sixty-two 
short courses in neurology and psychiatry for the period Janu- 
ary 1, 1952 to July 15, 1952. Not all of these courses are de- 
signed for general practitioners, but many of them provide 
practical training. 

Many of our state chapters are developing continuation 
courses for their members in co-operation with the state medical 
society, medical schools, and other organizations. A report on 
the Academy’s programs appeared in the September, 1951, 
number of GP and new courses are published each month in 
the Academy Reports and News section.—PuBLISHER 
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with Nervous (Ingligestion? 


NOW ...effective, co 


- relief from pain, cramps, general discomfort due 


brtable, sustained 


to functional gastrointestinal spasm. In clinical 
L studies, |, 2, 3 BENTYL gave gratifying to complete 
( relief in 308 of 338 cases, yet was “. . . virtually free 
U from undesirable side effects.” 


NTYL 


SAFE, DOUBLE-SPASMOLYSIS 
Each capsule or teaspoonful syrup contains: 


For comfortable relief d nervous indigestion 


with PHENOBARBITAL . . . . . . 15 mg. 
When synergistic sedation is desired 


DOSAGE 
ADULTS: 2 capsules or 2 teaspoonfuls syrup 
i 3 times daily, before or after meals. If nec- 
1828 essary, repeat dose at bedtime. 
IN INFANT COLIC: ¥ to 1 teaspoonful syrup 
New York * CINCINNATI + Toronto 3 times daily before feeding.* 
1. Hock, C. W.: J. Med. Assn. Ga. 40:22, 1951. 2. Hufford, A. R.: J. Mich. St. Med. Soc. 49:1308, 1950. 3. Chamberlin, D. T.: logy 17:24, 1951. 


4, Pakula, S. F.: Postgrad. Med. 11:123, 1952. Trade-mark “Bentyl"’ Hydrochloride 
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protect your small patients with protected vitamins 


DROPS 


(MULTIPLE VITAMIN DROPS, LILLY) 


. . . a new type ot pediatric preparation which stays fully potent without refrigeration from 


the date of manufacture until it is mixed just prior to use in the home. 


All the essential vitamins which remain stable in solution are in one bottle. Another contains 
a powder consisting of those vitamins which best retain their stability when kept dry. Sim- 


ply instruct that the liquid be added to the powder. Make sure. Put babies on ‘Vi-Mix Drops.’ 


Litty 


ELI LILLY AND COMPANY * INDIANAPOLIS 6, INDIANA, U.S.A. 
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Editorials 


NEW CURE, New Cure, new cure 


SOMETIMES we almost wish we were publishing a 
weekly—hbetter still, a daily—especially when an- 
other sensational cure hits the headlines of the non- 
medical press. The March example (there will prob- 
ably be another by the time you read this) is the 
newest cure for tuberculosis. 

The fanfare started when The New York Times 
blew the first horn with a keen news story about the 
use of some new synthetic drugs on patients in a 
sanatorium in their locale. The drugs are isonico- 
tinic acid derivatives, called Rimifon and Nydrazid. 
Within a few days the first story had been widely 
copied, and even the editorial columns of some 
pretty conservative newspapers throughout the na- 
tion were trumpeting promises. Here at last, we 
were told, was the means for eradicating one of man- 
kind’s greatest scourges. Within a week Life was in 
the band, with pictures of a deserted tuberculosis 
ward, patients dancing for joy in a sanatorium hall- 
way, a beautifully posed portrait of the physicians 
who first prescribed the drugs—this last to give the 
proper air of scientific sponsorship to a good news 
story. 

Of course newspapers are in business partly to 
provide news, and they’ve learned that sensational 
stories about cures excite public interest. Since they 
are also in business to sell newspapers, they can’t be 
criticized too much for telling us that some new 
drugs will cure tuberculosis, even though the cure 
has been on trial only a few months. 

We have our scientific conscience to contend 
with; it makes us skeptical. We know that new cures 
sometimes fulfill their early promises, but the whole 
story of this new treatment of tuberculosis strongly 
resembles the advent of BCG—another promising 
scourge eradicator which has been slow living up 
to its promise. We’re going to be hard to convince 
that anything is more important in the process of 
recovery from tuberculosis than the inherent forces 
of resistance of the body. Others share our views, 
judging from the tone of a conference arranged by 
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the Medical Society of the County of New York, to 
find out what a group of tuberculosis experts 
thought about the isonicotinic acid derivatives. 
Newsweek for March 10, 1952, summarized the ex- 
perts’ opinions about the new drugs as follows: 
‘They were not ‘specifics’ against tuberculosis, the 
experts declared. It had not been proven whether 
they would kill the tuberculosis germs in the lungs 
or in other parts of the body. It was not known 
whether there would be any undesirable side ef- 
fects. Large doses given to laboratory animals had 
caused liver damage. Human beings so far had been 
given smaller doses with no indication of liver dam- 
age. But what would happen when human beings 
received even small doses over a long period was 
not known. Nor was it known what would happen to 
patients, presumably improving, when the treat- 
ment was stopped. Above all, the use of Rimifon and 
Nydrazid, even if they lived up to their highest ex- 
pectations, would not close tuberculosis hospitals.” 

In addition, one of the pharmaceutical houses 
manufacturing the drugs sent the medical profes- 
sion a letter of apology for the fact that public an- 
nouncements had been made prematurely. Obvi- 
ously a great many people—ourselves included— 
would have been a lot happier if the investigators of 
these newest antituberculosis drugs had been given 
a chance to carry their work a little further before 
coming under the pressures of the Press. 


The General Practitioner Teaches 


Tuis month most of our medical schools mark the 
close of another school year. It has been a year of 
remarkable strengthening of the trend to include 
general practitioners in the faculties. Needless to 
say, we’re happy about this trend. We believe the 
general practitioners are providing something the 
schools have needed for a long time—a kind of 
ripening effect on the fruit of knowledge. Moreover, 
the new faculty members have also profited. Why, 
in some of the eastern university hospitals, where a 
patient’s family doctor has for years been called an 
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**L.M.D.,” we are beginning to hear more respectful 
language—"‘personal physician,” for example. 

If the trend is to continue, and more general prac- 
titioners are to become active part-time teachers, 
they will have to be ready to make sacrifices. Some- 
where in their busy days they must find time for the 
teaching and for the study which this requires. In 
this regard a general practitioner has an even greater 
handicap than the specialist part-time teachers. He 
is bound to have more distractions and more inter- 
ruptions than the internists or the surgeons. He 
must somehow rearrange his schedule of living and 
practicing; he must also get himself and his pa- 
tients used to the idea that his obligations as a 
teacher are not to be readily infringed upon—are 
not to be lightly violated. Not that the patients are 
likely to object. They are usually willing enough to 
recognize the priority of a teaching assignment, ex- 
cept in case of dire emergency. 

Of course, we strongly believe that the idea of in- 
cluding general practitioners in medical school fac- 
ulties should be encouraged. We are sure that good 
general practitioners have something unique to 
offer in the teaching program. By inclination and by 
designation they are practical men, and they bring 
to medical students a refreshing practical approach 
to diagnostic problems. In addition, under the guid- 
ance of a general practitioner, discussions of the 
economic and personal aspects of illness may as- 
sume their rightful place in the scheme of teaching. 

In some places, inclusion of general practitioners 
in school faculties is still being blocked, by inertia or 
by outright opposition. Here the strength of Acad- 
emy organization is important. We must be pre- 
pared to meet each local situation according to the 
local needs. This implies that it will sometimes be 
necessary for leaders in state chapters to make the 
overtures to the medical schools. And this must not 
be done prematurely. It is one thing to praise the 
idea of a place for general practitioners in the fac- 
ulties; it is quite another thing to develop a work- 
able plan for active participation in the teaching 
programs. The right men must be found to repre- 
sent us as teachers. Not all successful general prac- 
titioners can be successful teachers. Most of all, 
men must be found who are just as sure as we are 
that they have something to teach. On top of this 
they must have interest, ability, devotion—a feeling 
of dedication to the work, if you will. Finally, by 
conscientious reading and by reflection, they must 
prepare themselves to teach. When they have these 
attributes, they can be relied upon to meet their 
obligations as teachers. 


These obligations are not really so onerous. True 
enough, they entail sacrifices, but there are just re- 
wards—prestige, intellectual growth, and best of all 
the inner satisfaction of an investment in the future 
of American Medicine. 


Gastric Blood Flow and Peptic Ulcer 


RecenTtiy there have been two reports which de- 
scribe in detail the arrangement of blood vessels in 
the stomach, with special reference to blood flow in 
the mucous membrane. Barlow and his associates 
used autopsy material for investigation of the gen- 
eral pattern of the gastric blood vessels. They also 
had access to fresh specimens obtained in the oper- 
ating room from patients undergoing subtotal gas- 
tric resection for duodenal ulcers. Some of the speci- 
mens were injected with radiopaque or colored ma- 
terials, and the distribution of blood vessels was fol- 
lowed by microdissection and by microradiologic 
techniques. Also there were experiments in which 
the stomach was kept “healthy” by perfusion for a 
number of hours. This type of experiment was im- 
portant for the investigation of arteriovenous anas- 
tomoses. Benjamin employed similar injection tech- 
niques on human stomachs obtained from autopsies, 
and on dog stomachs. His work is essentially a con- 
firmation of that of Barlow et al. (Surg. Gynec. & 
Obst., 93: 657, 1952; ibid., 93: 672, 1952). 

It was shown that the gastric mucous membrane 
has an extraordinarily rich supply of capillaries de- 
rived from an extensive plexus of mucosal arteries. 
These mucosal arteries anastomose freely; none of 
them are end arteries. They also communicate di- 
rectly at many points with small mucosal veins. 

The function of the mucosal arteriovenous anas- 
tomoses was of special interest in both investiga- 
tions. There is seemingly valid evidence that the 
size of the arteriovenous communications does not 
vary. However, the amount of blood shunted from 
arteries to veins varies considerably, depending 
upon the number of A-V communications in opera- 
tion at any one time. When many communications 
are open the mucosal capillaries are relatively 
empty, and wice versa. It is especially noteworthy 
that stimulation of the distal part of a nerve to the 
stomach (vagus) diminished total flow, increased 
the amount of blood passing through A-V shunts, 
and therefore disproportionately decreased blood 
supply to the mucous membrane. Benjamin suggests 
that a peptic ulcer develops because of mucosal 
anemia resulting from this effect of vagal impulses. 
His suggestion seems plausible; one might expect 
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an anemic mucous membrane to be more susceptible 
to damage—hence to ulceration. 

In this connection the studies by Wolf and Wolff 
are of special interest. It will be recalled that Wolf 
and Wolff had the opportunity to observe gastric 
function in a middle-aged man who had had a large 
gastrostomy stoma since the age of nine, when he 
had closed off his esophagus by swallowing scalding 
clam chowder. They watched his gastric mucous 
membrane, appraised its protective mucous coating, 
and measured the acid content of his gastric juice 
under a variety of physical and emotional condi- 
tions. They found that certain emotions—notably 
anxiety, hostility, and resentment—caused in- 
creased secretion of hydrochloric acid, promoted 
gastric hypermotility, and made the mucous mem- 
brane more susceptible to injury and presumably 
therefore, to ulcer formation. This phase of vul- 
nerability of the mucous membrane was invariably 
attended by an appearance of intense engorgement. 
Relative pallor of the gastric mucosa was character- 
istic of its resting state (J.A.M.A., 120: 670, 1942). 

Obviously these observations by Wolf and Wolff 
are hard to reconcile with Benjamin’s suggestion 
that anemia of the gastric mucosa is a prelude to 
ulcer formation. However, during a phase of gastric 
hyperemia, hypersecretion, and hypermotility, it 
may be that the development of a small mucosal 
abrasion leads to local ischemia because of A-V 
shunting. On the other hand, Wolf and Wolff ap- 
praised mucosal blood flow only by the color of the 
mucous membrane. They may have been in error 
when they assumed that a deepening color was indi- 
cative of increased mucosal blood flow. 

Although we cannot immediately reconcile these 
apparently contradictory observations about gastric 
blood flow, there seems to be good reason to sup- 
pose that the careful anatomic studies by Barlow 
and his associates and by Benjamin, will eventually 
lead to a clearer understanding of gastric physiology 
—both normal and abnormal. 


Use Your Directory 


Have you had a phone call from the airport: 
“Doctor, my plane leaves for Tennessee in twenty 
minutes and the middle finger of my left hand is 
red, swollen, and throbbing. There are red lines 
running up my arm and I am having a chill. What 
shall I do?” This is exactly the situation that faced 
Academy member H. Stewart Kimball, M.D., of 
Berkeley, California. The San Francisco airport is 
one and one-half hours from Berkeley; the nearest 
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drugstore to the San Francisco airport is over thirty 
minutes away, and the airplane trip was urgent. 
What would you have done? 

Well, this is what Dr. Kimball did. The first stop 
was at Dallas, Texas, five and one-half hours away. 
He advised the patient to take one or two aspirin 
every two hours for the pain, to soak the finger in 
warm water fifteen minutes out of every hour, and 
said that he would have a physician meet the plane 
at Dallas and give the necessary treatment at the 
Dallas airport during the thirty-minute stop-over 
that the plane made there. 

Knowing no doctors in Dallas, Dr. Kimball op- 
ened the Academy roster to the section on Dallas, 
and at random picked the name of Dr. James Kent. 
Dr. Kimball picked up the phone, called Dr. Kent 
and asked: “Would you meet the plane and the 
patient at the airport?” 

Dr. Kent would and did. Forty-eight hours later 
Dr. Kimball received this telegram: “Can never 
thank you enough. Your wonderful Dr. Kent met 
plane. Gave penicillin and pain capsules. Recover- 
ing rapidly. Forever grateful to you both.” 

Just a little thing made possible because of the 
Academy and membership in the Academy. Makes 
you proud to be a member, doesn’t it? 


Diabetic Neuropathy 


ALTHOUGH diabetic neuropathy occurs in patients 
of all ages, it is somewhat more common in older 
diabetics. This is understandable because one factor 
causing the neurologic changes is an intrinsic 
arteriosclerosis of the vasa nervorum. That there is 
another etologic factor may be inferred from the 
existence of cases in which the neurologic disorder 
is not attended by evidence of arteriosclerosis, or in 
which arteriosclerosis of the vasa nervorum could 
hardly account for the entire clinical picture. The 
nature of this second factor is not precisely known. 
It is described vaguely as an expression of a primary 
metabolic disturbance peculiar to the disease, and 
is believed to be similar to the neuropathies of 
pernicious anemia and beriberi. 

Although Rundles believes that the development 
of diabetic neuropathy is related to poor control of 
the diabetes (Bull. New York Acad. Med., 26: 598, 
1950), there are reasons to doubt that this is so. 
For example, any physician who treats considerable 
numbers of diabetics will have had the unfortunate 
experience of observing the development of neuro- 
pathy in an occasional patient whose diabetes has 
been under excellent control. Furthermore, Collens 
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and co-workers have produced objective evidence 
that peripheral neuropathy occurs in almost all 
diabetics regardless of the duration or intensity of 
the disease, that control of the diabetes neither pre- 
vents nor cures neuropathies, and that satisfactory 
control of diabetes may indeed be accompanied by 
an advance of the neurologic disorder (Am. J. M. 
Sc., 219:482, 1950). 

There are some cases of diabetic neuropathy in 
which the symptoms are so mild as to be unim- 
portant in the total clinical picture. However, in 
other instances, the disorder may be extremely an- 
noying or even incapacitating. This is true, for ex- 
ample, when the neuropathy is responsible for con- 
ditions such as severe leg pains, ataxia, postural 
hypotension and tachycardia, intermittent noc- 
turnal diarrhea, obstipation, sexual impotence, or 
neuropathic joint lesions. Such symptoms, oc- 
curring singly or in various combinations, obviously 
may interfere more directly with the patient’s sense 
of well-being than the diabetes itself. The control 
of the neurologic disorder may therefore be of 
paramount importance. 

It is heartening to learn then that the administra- 
tion of vitamin Biz may be one answer to the 
problem. Some hint of this possibility was con- 
tained in experiences reported from the use of 
vitamin-B complex for diabetic neuropathy. For ex- 
ample, Sheridan and Bailey found that diabetic 
nocturnal diarrhea could be controlled effectively 
only by the administration of crude liver extract 
parenterally (J.A.M.A., 130: 632, 1946); and Col- 
lens and his associates mentioned that crude liver 
probably contains hitherto undetermined fractions 
which may play a role in the therapy of neuropathy. 
Recently, Sancetta, Ayres, and Scott have shown 
that vitamin By» is remarkably effective in alleviating 
the symptoms of diabetic neuropathy, and it may 
be that this vitamin is the hitherto undetermined 
substance Collens was talking about (Ann. Int. 
Med., 35:1028, 1951). The recommended dosage 
for vitamin Bj, is 15 to 30 micrograms daily for the 
first seven to fourteen days, followed by a mainte- 
nance dosage of 15 to 30 micrograms once or twice 
a week. 

Stull more recently, Collens and co-workers, and 
Rabinowitch have described the results of treat- 
ment of diabetic neuropathy with a crude extract 
prepared from liver of pregnant mammals (Am. J. 
Med., 12:53, 1952; thid., 12:59, 1952). The extract 
was given by daily intramuscular injections (5 cc.) 
for two weeks, and the effect was amazingly good. 
When a patient relapsed, another course of therapy 


produced another prompt remission. Continuous 
remission could be maintained by weekly injections. 
These authors have not identified the active in- 
gredient of the new extract. They believe it is 
neither vitamin Bj nor folic acid, since only trace 
quantities of these substances were found. 

Obviously, both vitamin Bz and pregnant mam- 
malian liver extract (PMLE) have been adopted 
empirically. Presumably they act in some way to 
correct a derangement of nerve metabolism. In any 
event we seem to be a step nearer to understanding 
the pathogenesis of the neurologic disorder. 


Supply and Distribution 


Mucu has been said and written about the need for 
better distribution of physicians and of the diffi- 
culties encountered in persuading young physicians 
to practice in rural communities. Real progress has 
been achieved in recent years through the efforts of 
rural health committees and the joint endeavors 
of medical and civic organizations. The example of 
some communities which have created facilities and 
thus attracted competent young doctors to a small 
country town has, for example, received much at- 
tention in newspapers and popular magazines. 

Until recently, however, most of the emphasis has 
been upon distribution, with little attention having 
been given to the question of supply. 

The Council on Medical Service of the American 
Medical Association in its last annual report has 
stated that: ‘Among the activities to be studied and 
evaluated in the light of placement service objec- 
tives are medical scholarship and loan programs, 
general practice preceptorship programs, special 
courses for general practitioners, rotating intern- 
ships and residencies in community hospitals, and 
inducements that can be provided by communities.” 

At a subsequent conference called by the Coun- 
cil, speaker after speaker emphasized that in order 
to have young physicians available to accept oppor- 
tunities to practice in communities requiring them, 
more physicians must be trained for this type of 
practice. 

The Council has invited the American Academy 
of General Practice to participate in the program 
designed to increase the supply of physicians trained 
for rural practice. A close liaison between the Coun- 
cil and the Academy’s staff is being maintained. 

This joint approach should achieve visible prog- 
ress toward solution of the pressing problem of im- 
proved distribution of medical care by improving 
the matter of supply. 
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Guest Editorial . . .““And One to Grow On” 


As I listened to the complaints of my colleagues 
about the ingratitude of patients, I thought of a let- 
ter I received several days ago from the Robert 
Bruce Knitwear Company of Philadelphia. One of 
my youngsters took a nice, new, shiny pair of shears 
and proceeded to make additional buttonholes in 
his new sweater with a rim of black paint around the 
new buttonholes. We returned the sweater to the 
knitwear company who, after a week, returned the 
sweater, cleaned and repaired, with the statement, 
There will be no charge. Please accept this as a 
courtesy and service of Robert Bruce.” 

I also thought of the little old man who ran the 
candy store on my block when I was a boy. Many 
candy stores came and went but this one continued 
to do business despite the shabby exterior and lack 
of trimmings. To us youngsters the careful weighing 
out or counting out of a penny’s worth of candy, 
and then the cheerful comment, “. . and one for 
good measure”, or, “. . . one for good luck,” or, 
**. one to grow on” was a token of good will, ap- 
preciation, faith, and even love. It was the extra 
magic of “one for good luck,” or, “‘one as an extra 
measure” which enabled this old man to put up 
such a valiant battle against chain stores and newer 
methods of merchandising. The store is still in 
existence, run by his son, who still maintains the 
policy of ‘tone for good measure.” 

And from these two examples may be drawn an 
apt lesson: What have you given, or done, recently 
‘for a good measure”? When you see a patient with 
an upper respiratory infection, do you bother to 
look in his ears? Do you look at his throat? Do you 
take his temperature and listen to his chest? 
Through his shirt? Or do you make him take his 
shirt off? We know in the majority of instances that 
it is actually unnecessary to go through this routine 
process of examination, but to the patient, or par- 
ent, who ascribes miracles to the stethoscope or 
ophthalmoscope, it is this something “extra,” the 
“one for a good measure” that will impress him. 
When you go on a house call, do you take your coat 
off and ask for a cup of coffee if you smell the pot on 
the stove? It’s that “one for a good measure,” the 
“extra” something, the attempt to join the circle 
of the worried family that makes them love you. In 
your case, it may be the five minutes that you would 
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spend waiting for traffic lights anyhow, that will 
leave its imprint upon the family of the patient. The 
extra seconds it takes to explain Grandpa’s condi- 
tion may do more good than the medicine. 

Do you, routinely, take a blood pressure on every 
patient over 40? Not that it is necessary, although 
many patients who request it are laughed off with, 
“Leave well enough alone,” or “Are you looking 
for trouble?” Do you insist upon payment for each 
visit despite the fact that the routine calls put a 
tremendous drain upon the financial reserve of the 
patient? Do you examine three youngsters for the 
price of two and throw one in “to grow on”? It is 
difficult for a man making $60 a week which, at one 
time, was a good salary, to continue to pay out $10 
or $15 a week for medical care when several of his 
youngsters become ill. Throw in “one for a good 
measure.” 

The physician has little to render except service 
and he must merchandise his service to the complete 
satisfaction of the purchaser, and only when the 
purchaser has been satisfied will the bones of con- 
tention disappear. 

And if the patient gets something “extra,” some- 
thing he did not expect, then we can rest assured 
that he feels he is getting adequate and satisfactory 
medical service. 

An efficiency expert would call this display of 
good will, good public relations, which is exactly 
what the medical profession needs at this time; and 
when I say, medical profession, I mean the indi- 
vidual doctor. Good will is not something which can 
be passed the way a Resolution is passed: “We 
firmly resolve that there shall be good will toward 
the medical profession.” To the contrary, good will 
is something that must be worked for daily. Every 
minute that you spend with a patient or family must 
be devoted to breeding good will. If Standard Oil 
Company of New Jersey could spend fifteen minutes 
with each consumer of its product once a year, it 
would completely drive every competing item off 
the market. We are given this same opportunity, 
except that the fifteen minutes can be multiplied 
many times. 

Let’s take advantage of this fact and give the 
public and the profession “one to grow on.” 

—Epwin Matin, M.D. 
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BY WILLIAM A. SODEMAN, M.D. 


Tulane University of Louisiana School of Medicine, New Orleans 


The symptoms of colonic amebiasis may be so mild and nondescript as to be overlooked. Diagnosis depends 
upon a high degree of suspicion plus the use of approved techniques for discovery of parasites in the stools. 


Treatment varies according to whether or not there is dysentery. New drugs have greatly improved the 


outlook for cure. 


Surveys have shown that colonic amebiasis occurs 
throughout the United States, the incidence varying 
from 2 to 20 per cent in the general population in 
different areas. Still many physicians say they only 
infrequently, or never, see this infection in their 
practices. Obviously they are missing the diagnosis 
responsible for the symptoms in some of their pa- 
tients, and are also failing to treat a condition for 
which effective agents are readily available. 

The important factors in the diagnosis of colonic 
amebiasis are (1) suspicion of the disease, (2) dis- 
covery of E. histolytica in the colon, and (3) correla- 
tion of symptoms with the presence of the parasite. 


Suspicion of the Disease 


All too frequently the physician awaits the symp- 
tom of diarrhea before suspecting amebiasis. In the 
New Orleans area—and the same is true elsewhere 
in the United States—over 95 per cent of the pa- 
tients with amebiasis do mot have active diarrhea. 
Because the symptoms are those frequently seen in 
other more common conditions, the physician’s at- 
tention is diverted from amebiasis as a possible 
cause. 


Actually patients with colonic amebiasis can be 
classified into four general clinical groups as having 
no symptoms, low-grade systemic symptoms, local- 
izing referred symptoms, or colonic symptoms. 

No Symptoms. In the group with no symptoms, 
diagnosis will be made only by stool surveys. The 
group is said to be a large one. Actually it is not. 
Many people with minor symptoms, such as flatu- 
lence, bowel consciousness, and occasional disten- 
tion, have had these symptoms for years, and, if 
they are not severe, have grown so accustomed to 
them that they accept them as part of their normal 
existence. They say, therefore, that they have no 
symptoms. Although such patients may not com- 
plain of these manifestations, they may note, after 
treatment for amebiasis, that the symptoms have 
disappeared. 

Low-Grade Systemic Symptoms. There may be only 
low-grade general symptoms not tending to localize 
the disease in the colon. Tiredness, asthenia, loss of 
appetite, headache, lethargy, and many symptoms 
commonly related to neurasthenia occur. Indeed, 
this group of patients may be treated for long peri- 
ods of time for neuroses. The symptoms may be so 
nondescript that, when appearing in combination 
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with some of the minor symptoms listed in the para- 
graph above, they may lead to an investigation of 
the gastrointestinal tract by gastric analysis, barium 
meals and enemas, and stool examinations. If these 
procedures show nothing—and often a single stool 
shows nothing despite the presence of amebiasis— 
the physician is convinced that the symptoms are 
neurotic manifestations and so treats the patient. 

It is true, too, that psychoneurotic patients may 
be treated for amebiasis and, indeed, may have it. 

Localizing Referred Symptoms. This term may be a 
poor one, but it does imply that symptoms may be 
referred to areas outside the colon and misdirect the 
physician’s search for the etiologic agent. Epigastric 
distress is at times marked and, with dyspepsia, 
often suggests gastric or duodenal disease. Tender- 
ness over the gallbladder has led to the diagnosis of 
chronic cholecystitis and removal of the gallbladder. 
At times there may be dysmenorrhea, backache, 
thoracic pain, or symptoms in other areas. 

Colonic Symptoms. Finally, definite colonic symp- 
toms occur. These include distention, tenderness 
along the colon, especially in the cecal and sigmoid 
areas, constipation, loose stools, and dysentery. 
Since amebic lesions occur most frequently in the 
cecum and ascending colon, diarrhea is not com- 
mon. Tenesmus, diarrhea, and dysentery result 
chiefly from involvement of the sigmoid and rectum. 
Of course, both areas may be involved in severe 
cases, 

It is apparent from the above classification that 
amebiasis frequently produces the symptoms char- 
acteristic of many other conditions and must be 
considered in the differential diagnosis of all these 
disorders. 

Certain other physical findings at times suggest 
colonic amebiasis and lead to an intensified effort to 
prove or disprove the diagnosis. Slight enlargement 
and tenderness of the liver is such a finding. There 
are many causes for hepatomegaly with tenderness, 
and I do not imply that amebiasis is the major cause. 
Still, we see many patients with colonic amebiasis 
who have a slight enlargement and tenderness of the 
liver, unaccompanied by chills, fever, or other evi- 
dences of active acute amebic hepatitis. Often treat- 
ment of colonic amebiasis causes the hepatomegaly 
and tenderness to disappear. 


Discovery of E. Histolytica in the Colon 


The demonstration of E. histolytica in the colon or 
its secretions or excretions is a most important part 
of the diagnosis. There are two common deficiencies 


in the search for E. histolytica: (1) inadequacy in the 
recognition of the organism in its several phases and 
in its differentiation from other structures, and 
(2) deficiency in the choice of, and number of, speci- 
mens examined. 

Failure to recognize the cystic and vegetative 
stages of E. histolytica and to differentiate them from 
E. coli and other structures is a common error which 
leads either to failure to treat amebiasis or to the 
unnecessary treatment of patients for this disease 
when they do not have it. Skill in such recognition 
is obtained only by practice and experience under 
competent instruction. This is one of the most com- 
mon deficiencies of laboratory personnel, and there 
is no substitute for experience. In the absence of 
adequate personnel, specimens may be collected 
and shipped away for diagnosis, as indicated below. 
However, fresh specimens give the best results. 

Fresh normally passed stools are most commonly 
examined. Generally trophozoites may be expected 
in liquid stools and the cystic stage in formed stools. 
Since trophozoites degenerate rapidly, fresh stools 
should be examined immediately and, if so, a warm 
stage is not necessary. Formed stools may be exam- 
ined for cysts immediately or preserved in the ice- 
box for later examination. Concentration tech- 
niques are helpful in the search for cysts but not for 
trophozoites. 

It is well known that the number of cysts passed 
by patients with amebiasis varies greatly from day to 
day. At times there may be so few that the stool 
yields negative examinations in the most competent 
hands. Generally, a single stool is about 20 per cent 
efficient in diagnosis, and three normally passed 
stools on different days may yield only 50 to 60 per 
cent efficiency. Purgation helps increase the effi- 
ciency but may reduce efficiency for several days 
thereafter. Consequently, examination of three nor- 
mally passed stools should precede purgation and, 
when combined with a purgative stool, may in- 
crease efficiency to 75 per cent or more. 

Examination of aspirates taken from the bowel 
wall at sigmoidoscopy, even when no lesions are 
seen, may show cysts. In the opinions of experi- 
enced investigators, therefore, the examination of 
three normally passed stools, followed by a purga- 
tive stool and an enema specimen taken at the time 
of preparation for sigmoidoscopy, and of the bowel 
aspirate at sigmoidoscopy (Figure 1) gives an effi- 
ciency of well over 90 per cent. 

All these specimens are usually stained with iron 
hematoxylin, and iodine as well, for microscopic ex- 
amination. If personnel competent in such examina- 
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tions are not at hand, specimens may be preserved 
in polyvinyl alcohol and sent to distant laboratories 
for later examination. 

Stool cultures, in special media, for E. histolytica 
at times are helpful but, since excystation does not 
always take place, a negative culture does not rule 
out amebiasis. Laird and his associates have found a 
combination of microscopic examinations of stool 
specimens and cultures to be very efficient. 

At the present time with current techniques, the 
complement fixation test has little place in the diag- 
nosis of colonic amebiasis, although it is important 
in the diagnosis of amebic hepatitis. 


Correlation of Symptoms 


Correlation of the symptoms with the finding of 
the organism is an extremely important part of the 
diagnosis. In certain areas, such as New Orleans, 
approximately 10 per cent of the population has 
amebiasis, which means that in such an area many 
patients having amebiasis also have other diseases. 
Therefore, a similar percentage of patients with 
peptic ulcer, cholecystitis, neuroses, and indeed al- 
most any diagnosis, harbor E. histolytica in the 
stools. The finding of E. histolytica in the stools may, 
therefore, give a diagnosis but not always the diag- 
nosis, and we must, by history, physical examina- 
tion, laboratory tests, or follow-up studies after 
therapy, either definitely associate the ameba with, 
or dissociate it from, the symptoms. The following 
case report is to the point. 

A white male, 47 years of age, entered the clinic 
stating that for two months he had suffered with 
vague abdominal distress associated on several occa- 
sions with the passage of frequent mushy stools in 
which he had seen some dark red mucus. He had 
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Figure 1 (left). Aspirator used in sig- 
moidoscopy to obtain specimens for 
microscopic study. 


Figure 2 (below). Barium enema of 
patient described in text, disclosing a 
defect near the splenic flexure. The 
lesion proved to be carcinoma. 


lost five pounds in weight. General examination, in- 
cluding digital rectal examination, had disclosed 
nothing informative. Stools showed E. histolytica 
cysts. Treatment was recommended and the patient 
sent to the Tulane Tropical Medicine Clinic for 
further examination and follow-up. In our routine 
sigmoidoscopic investigation we noted, coming 
from above the instrument, some yellowish material. 
This was aspirated for microscopic examination. 
The bowel mucosa appeared normal. Microscopic 
study disclosed in the yellowish material consider- 
able mucus containing many polymorphonuclear 
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leukocytes. Such a finding is unusual in amebiasis so 
that another type of lesion, somewhere above the 
reach of the sigmoidoscope, was suspected. Barium 
enema disclosed a defect in the splenic flexure sug- 
gestive of carcinoma, a diagnosis later proved at 
operation (Figure 2). 

We have here a patient who, from the symptoms 
and stool examination, was suspected of having, and 
indeed did have, colonic amebiasis. However, fur- 
ther study disclosed another and, in this instance, 
more important diagnosis. Amebiasis was a diagno- 
sis but not the diagnosis. 

We have often seen similar patients, and in some 
instances, especially in patients with psychoneuro- 
ses, the evaluation of symptomatology is most diffi- 
cult and often impossible until follow-up studies are 
completed. The finding of E. histolytica in the pa- 
tient’s colon is extremely important, but must be 
correlated with the total findings in the case, not 
only to establish the relationship of this organism 
to the patient’s complaints, but also to be sure that 
other causative factors, at times very important, are 
not overlooked. 


Treatment 


The treatment of colonic amebiasis depends to 
some degree upon the presence or absence of active 
diarrhea or dysentery. 

DysENTERIC TYPE. Depending upon the length of 
the clinical course and the severity of the symp- 
toms, general supportive and symptomatic meas- 
ures, including fluids orally and parenterally, to- 
gether with bed rest and, at times, even transfusion 
may be indicated. The need for these measures is 
judged from the patient’s general state and degree 
of dehydration. 

Emetine hydrochloride, in the doses recommend- 
ed in Table 1, given as a single subcutaneous dose 
not to exceed 65 mg. per day, is extremely efficient 
in relieving dysentery and diarrhea, but its efficien- 
cy as an amebicide is poor, and one of the drugs 
recommended for the asymptomatic form must be 


Table 1. Drugs in colonic amebiasis 


1.00 Gm. (4 pills) t.i.d. for 7 or 8 days 

Diodoquin 0.65 Gm. (1 tablet) t.i.d. for 20 days 

Carbarsone 0.25 Gm. (1 capsule) b.i.d. for 10 days 

Thiocarbarsone 0.10 Gm. (2 tablets) t.i.d. for 10 days 

Milibis 0.50 Gm. (1 tablet) t.i.d. for 8 days 

Emetine 1 mg./kg. body weight daily for 4 to 6 days 
(not to exceed 65 mg. daily) 

0.50 Gm. (2 capsules) q.i.d. for 10 days 

0.50 Gm. (2 capsules) q.i.d. for 10 days 


Chiniofon 


Aureomycin 
Terramycin 


given with or following it. Emetine is a toxic drug 
and, in the doses advocated, produces clinical tox- 
icity in approximately 0.5 per cent of the cases. The 
toxicity may be manifested by cardiovascular symp- 
toms, including cardiac irregularities, unstable 
blood pressure with syncope, and tachycardia; gas- 
trointestinal symptoms, including nausea, vomiting, 
and diarrhea; neuromuscular symptoms including 
muscular weakness and changes in reflexes; or vari- 
ous combinations of symptoms. The patient should 
remain at bed rest while under treatment and must 
be examined daily for these changes. If they devel- 
op, the drug should be stopped. An electrocardio- 
gram should be taken before treatment is instituted 
and again on approximately the fourth day of treat- 
ment. In 40 per cent of the patients, ST-junction 
and T-wave changes will occur which may not con- 
traindicate further therapy. Marked electrocardio- 
graphic changes, including disturbances in inter- 
ventricular conduction, are contraindications to 
further therapy with emetine. 

Emetine is useful basically to control the diarrhea 
and dysentery. If these symptoms are not sufficient- 
ly disabling in themselves to warrant therapy, 
emetine should be omitted. 

In diarrheic or dysenteric patients we have found 
Terramycin to be an efficient drug, and it may suc- 
cessfully replace emetine. This is an important 
point because the toxic effects of Terramycin are 
mild compared to those of emetine. We have found 
that Terramycin controls bloody diarrhea in two to 
five days. Healing of amebic ulcers, as viewed sig- 
moidoscopically, is well under way by the fourth to 
sixth day, and is complete by the tenth to the seven- 
teenth day. Our experiences have shown, however, 
that Terramycin does not always completely cure 
this type of patient of parasites. E. histolytica re- 
curred in 3 of 16 such patients whom we had treated 
with Terramycin. Therefore, stools should be exam- 
ined for E. histolytica one to six months following 
therapy. Dosage schedules for Terramycin are found 
in Table 1. 

NonpysENTERIC In this group of patients 
the amebicides listed in Table 1, with the exception 
of emetine, are administered orally in the doses 
cited. They fall into three groups, the iodine prep- 
arations, the arsenicals, and the antibiotics. 

Iodine Preparations. Of the many iodine prepara- 
tions only chiniofon (Yatren) and Diodoquin are in 
common use in the United States. Chiniofon (7-iodo- 
8-hydroxy-quinoline-5-sulfonic acid) frequently pro- 
duces diarrhea from the third to the fifth day. Al- 
though paregoric may be used to control the diar- 
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rhea, the drug has fallen into some disuse because 
of this. Diodoquin (5,7-di-iodo-8-hydroxyquinoline), 
in the doses recommended, produces few, or no, 
toxic symptoms and is the most commonly used 
iodine preparation. 

Various reports give these drugs efficiency ratings 
for cure from 60 to 80 per cent. Recently certain of 
the arsenical preparations and the antibiotics have 
gained in popularity at the expense of the iodine 
preparations. 

Arsenical Preparations. Carbarsone (carbamino- 
phenyl arsonic acid) has been the most popular ar- 
senical preparation. It has essentially the same effi- 
ciency as the iodine preparations. Milibis (bismuth 
glycolylarsanilate) has proved as efficient, or per- 
haps more so. It is relatively insoluble and causes 
little toxicity, though the author has seen arsenical 
poisoning from its use. It darkens the stools. 

More recently Thiocarbarsone (methyl dithioar- 
senite), a derivative of carbarsone oxide, has been 
introduced. In a limited experience the author has 
found it to be very efficient in nondysenteric amebi- 
asis, and to exceed in efficiency Carbarsone and the 
iodine preparations. 

Antibiotics. Aureomycin has well-established ame- 
bicidal properties and, in the usual course of treat- 


ment, has shown an efficiency of between 65 and 70 
per cent. Terramycin has been reported to be highly 
efficient in the non-dysenteric patient. Its use in 
dysenteric amebiasis has been described above. 
Other antibiotics, such as bacitracin and Fumagillin 
have amebicidal properties. The former is not so 
efficient as Terramycin, and the latter is not as yet 
well established. 

With the above array of agents available, the phy- 
sician may feel some confusion as to the choice of a 
medication. In general, in nondysenteric amebiasis 
the author prefers Thiocarbarsone. This drug has 
been efficient in his hands, is relatively nontoxic, 
and is less expensive than the antibiotics. Milibis or 
Diodoquin may be used if Thiocarbarsone is not 
available, but the relapse rates are higher. If relapse 
occurs, the same drug should be repeated or one of 
the others used in its place. Terramycin is much in 
vogue at present. It is efficient but expensive and, 
chiefly because of cost, the author considers it a 
drug of second choice in the nondysenteric phase. 
Remarks already given regarding Terramycin in the 
dysenteric phase should be recalled here. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Present Status of... 


Radioactive Jodine As a Diagnostic Tool 


Many published studies attest that appraisal of thy- 
roid function can often be accurately obtained by ad- 
ministration of a small dose of radioactive iodine. The 
efficiency of this test is based upon the principle that 
the quantity of iodine collected by the thyroid gland is 
a measure of thyroid activity. When thyroid function 
is greater than normal, the gland collects more iodine 
than usual; and when thyroid function is depressed, 
the uptake of iodine is diminished. Because radioac- 
tive iodine can be traced by the radiation it emits, it 
is possible to determine what percentage of a dose of 
the drug is collected by the thyroid, and from this 
knowledge to make some estimate of thyroid function. 

In one popular method of performing the test, the 
patient drinks a glass of water containing a small 
amount of radioactive iodine. During the next forty- 
eight hours most of the drug will either be collected 
by the thyroid or excreted in the urine. The percent- 
age of the dose collected by the thyroid is calculated 
by relating the amount of radioactivity detected in 


the area of the thyroid to that of a dose identical to 
that given to the patient. Usually the measurement of 
radioactivity over the thyroid area is made twenty- 
four hours after administration of the I". Normal 
subjects retain an average of about 35 per cent of 
an administered dose. Patients with hyperthyroidism 
retain considerably more than this, and patients with 
myxedema retain considerably less. 

There are certain sources for error in the perform- 
ance of the test. The most important is found in pa- 
tients who have previously received iodine in some 
form. When the thyroid gland has recently had access 
to large amounts of iodine from another source, the 
uptake of radioactive iodine is correspondingly less 
during the test. Therefore, before the test is done, a 
careful inquiry must be made in order to reveal any 
possible source for an iodine intake. When the patient 
has been ingesting iodine in the form of an inorganic 
salt, the test should be delayed for a few weeks until 

(Continued on next page) 
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IODINE AS A DIAGNOSTIC TOOL — continued 


RADIOACTIVE 


the effect of the ingested iodine has subsided. When 
the patient has received an iodinated organic com- 
pound, such as the ones which are used for examina- 
tion of the gallbladder by x-ray technique, the in- 
fluence on the radioactive iodine test may last for 
months because of the slow rate of elimination of the 
iodinated organic compound from the body. The 
same is true when a similar compound is used for 
bronchography and the patient inadvertently swallows 
some of the material. The administration of desiccated 
thyroid also may influence the uptake of iodine by 
suppressing thyroid activity. Thiouracil compounds 
have a similar influence in blocking the uptake while 
the drug is being given. However, when the thiouracil 
compound is stopped, there will be a temporary in- 
crease in iodine uptake. 

Diagnostic Applications. The usefulness of measure- 
ment of radioactive iodine uptake for diagnosis of 
thyrotoxicosis and myxedema has already been men- 
tioned. In cases of severe thyrotoxicosis, the test 
serves only to confirm the diagnosis and is not really 
necessary. However, in instances of mild hyperthy- 
roidism, the test may have a singular value in con- 
firming a diagnosis which might be difficult to sub- 
stantiate by other means. In this latter connection, the 
test has even been applied for the discovery of thyro- 
toxicosis which otherwise might not have been sus- 
pected. For example, Bortin, Silver, and Yohalem 
used this test, as well as determinations of plasma 
protein-bound iodine values, in fifty-five patients with 
auricular fibrillation without overt hyperthyroidism, 
and thereby discovered eight cases of thyrotoxicosis 
(Am. J. Med., 11:40, 1951). From a therapeutic and 
prognostic point of view the advantages of the test in 
the detection of mild or masked hyperthyroidism are 
obvious. 

Occasionally, the radioactive iodine uptake is a 
valuable means for the detection of thyrotoxicosis 
factitia (Chamovita, Am. J. Med., 11:255, 1951). An 
individual who has been taking desiccated thyroid in 
large doses may have definite clinical manifestations 
of hyperthyroidism. The cause for the disorder can 
be readily determined by the fact that the uptake of 
radioactive iodine in such cases is near zero, because 
thyroid function will have been completely suppressed 
by the desiccated thyroid. 

Although uptake of radioactive iodine is somewhat 
lower in cases of nodular goiter with hyperthyroidism 
than in cases of Graves’ disease, the test is generally 
useful regardless of the mechanism for hyperthyroid- 
ism. In addition, Dobyns has shown that the test 
may have a special application in cases of solitary 
adenoma of the thyroid. (Surg., Gynec., @& Obst., 
93:415, 1951). In this kind of case it is possible to 
compare the concentration of radioactive iodine in 
the nodule with the concentration in adjacent thyroid 


tissue. When the uptake of radioactive iodine in the 
nodule is high, one may conclude that the nodule is 
hyperfunctioning and is an actual or potential cause 
for hyperthyroidism. When the uptake in the nodule is 
low and the uptake in the rest of the thyroid gland is 
higher than normal, one may conclude that the prob- 
able diagnosis is Graves’ disease in which a nodule is 
incidentally present. When the uptake of radioactive 
iodine in the nodule is low and the adjacent thyroid 
tissue shows a similar lack of avidity for iodine, one 
may conclude that no part of the thyroid gland is 
hyperfunctioning and that the nodule is at least 
potentially malignant. This last statement is based 
upon the fact that Dobyns has found that “cold” 
nodules are the ones in which malignant degeneration 
is likely to be found, whereas “hot” nodules are al- 
most never the site of such change. 

At times the test may be useful for detection of the 
presence of thyroid tissue in locations other than the 
neck. For example, an intrathoracic goiter may be 
detected by demonstration of its avidity for radioactive 
iodine. In a similar manner the detection of emana- 
tion of radioactivity in the region of an ovarian mass 
may be the sole means for accurate preoperative diag- 
nosis of struma ovarii. Finally, when the metastases 
from a thyroid carcinoma have some power of produc- 
ing thyroid hormone, their presence can be made 
known by means of the radioactivity which they 
emanate. This sometimes makes possible the detection 
of metastases long before there is any other evidence 
of their existence. 

In many cases of thyroid carcinoma, the ability of 
the gland to produce thyroid hormone is greatly re- 
duced. In such cases, of course, the uptake of radio- 
active iodine will be greatly depressed, and metastases 
from such a gland may show a similar lack of avidity 
for iodine. On the other hand, those cancers which do 
show a high uptake of I"! may be expected to re- 
spond well to treatment with radioiodine. It can also 
be shown that metastases from a thyroid carcinoma 
sometimes demonstrate an increased avidity for radio- 
iodine after complete surgical removal of the thyroid 
gland, or complete suppression of thyroid gland func- 
tion by means of radioactive iodine. These statements 
have rather obvious prognostic and therapeutic im- 
plications. 

Sometimes the picture of acute diffuse thyroiditis 
is confused with thyrotoxicosis. Such confusion can 
be dissolved by the use of the test. It is known that 
thyroidal accumulation of tracer doses of I" is usual- 
ly impaired in patients with acute diffuse thyroiditis 
(McConahey and Keating: J. Clin. Endocrinol., 
11:1116, 1951). 

The above fact is all the more important since 
serum protein-bound iodine values in such cases 
may be similar to those in thyrotoxicosis. 
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Body Huids and Electrolyte Ralance 


BY JOHN P. MERRILL, M.D. 


Peter Bent Brigham Hospital, Boston, Massachusetts 


With patients seriously ill there may be not only a lack of sodium, chlorides, or potassium, but even too much 


potassium. There may also be an unbalance of cations and anions. Hints are given for determining what the 
individual patient needs. He may not need water or glucose alone, but sodium bicarbonate, or a chloride, or 


even some potassium or calcium gluconate. 


Tue internal environment in which the body is 
bathed and performs its metabolic functions is a 
surprisingly constant medium, the constituents of 
which are regulated by a number of accurate mech- 
anisms. To understand disturbances of this fluid 
environment and how at times the physician must 
correct them, it is, first of all, necessary to under- 
stand the normal regulatory mechanisms which 
adapt so well. 


Fluid Compartments 


We may think of the body fluids as being divided 
roughly into three compartments. The portion with- 
in the blood vessels comprises about 5 per cent of 
body weight. The extravascular fluid which bathes 
the cells, but remains outside of the cell membrane, 
comprises about 12 per cent of body weight and is 
known as the interstitial fluid. Blood plasma and 
interstitial fluid are separated by the cell mem- 
branes from fluid within the cell, and together 
comprise the extracellular fluid (See Figure 1). The 
larger part of body fluid is found within the cells 
themselves, and in an average man, comprises about 
40 per cent of body weight. The body water, then, 


EXTRACELLULAR FLUID 


PLASMA —» 


INTERSTITIAL 
FLUID 


40% OF BODY WEIGHT 


Figure 1. The distribution of body water 
in the three compartments of the body. 
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constitutes about 55 per cent of all the body weight, 
varying slightly according to age, sex, and fat con- 
tent of the body. 

The water in solutions which are given by vein 
passes from the blood stream through the capillary 
membrane into the interstitial fluid, and thence 
enters body cells. While water itself is freely dif- 
fusible throughout all the compartments of body 
fluids, it should be noted that not all the constitu- 
ents of the body fluids are so easily distributed as 
water. Of special importance in this regard are the 
plasma proteins which in general are held by their 
large molecular size inside the blood vessels. Their 
very size prevents their crossing the pores of the 
capillary membrane, which are freely permeable to 
smaller ions, such as sodium and potassium, and 
of course to water. 

The normal constituents of the fluids within the 
various body compartments are shown in Figure 2. 
It should be noted that the blood plasma differs 
from the interstitial fluid mainly because protein 
cannot cross the capillary membrane into the inter- 
stitial fluid. The other chemical constituents of 
plasma are freely diffusible across the capillary 
membrane and are in equilibrium with those of the 
interstitial fluid. The fact that the sum of the posi- 
tively charged ions must equal the sum of the nega- 
tively charged ions is the principle by which the 
regulatory mechanisms of the body are obligated. 

The cations of extracellular fluid are the posi- 
tively charged ions, and because of their affinity for 
the hydroxyl ions in the ever available water of body 
fluids, constitute the source of alkaline or basic sub- 
stances. Conversely, the anions, or negatively 
charged ions, by loose combination with the hydro- 
gen ions that are available in body water, become 
important as a source of body acid. Sodium, which 
is in blood plasma and interstitial fluid, is present 
in much smaller amounts in the cell fluid. 

Thus it will be seen that sodium is the main alka- 
line constituent of the extracellular fluid. On the 
other hand, potassium plays the role in the intra- 
cellular fluid that sodium occupies for the fluid 
outside the cell. In Figure 2 it will be noted that 
potassium is present in small amounts in the extra- 
cellular fluid, but the bulk of the total amount of 
potassium is present normally within the cells. 
Disturbances in this relationship of small concen- 
tration of potassium outside, and large concentra- 
tion inside the cell membrane constitute important 
clinical problems for the physician—problems 
which can be solved promptly by proper therapeu- 


tic measures. 


We must now consider the anions, or negatively 
charged ions, which balance the cation column since 
the sum of the two columns must be equal, so that 
electrical neutrality will be maintained. Looking at 
the sketch for the composition of extracellular fluid, 
we note that chloride and bicarbonate comprise the 
bulk of the anions balancing the cation column. 


Maintenance of Electrolyte Balance 


Respiratory Mechanisms. Chloride we recognize as 
one of the constituents of the hydrochloric acid of 
gastric juice. It is well known that loss of this frac- 
tion by prolonged vomiting depletes the extracellu- 
lar stores of chloride, so that when a blood sample 
is drawn from the plasma and its chloride content 
measured, it is found to be well below the normal 
level. It has just been pointed out, however, that 
the total cations and anions must balance. If no 
sodium is lost, but chloride alone, some constituent 
of the anion column must expand to keep both 
groups equal. We find, if we analyze the same serum 
sample which is low in chloride content, that it is 
high in bicarbonate, and it becomes obvious that the 
bicarbonate content of the plasma and of the rest of 
the extracellular fluid (which is in equilibrium with 
the plasma) has expanded in order to cover the 
chloride loss. This bicarbonate fraction is reported 
from the laboratory in terms of its carbon dioxide 
or CO: content. The laboratory thus reports values 
of low chlorides and “high CO,” in our patients 
with prolonged vomiting. 

The mechanism by which the bicarbonate fraction 
has increased to compensate for chloride loss is 
through retention of carbon dioxide by the lungs 
and conversion of this carbon dioxide to the bicar- 
bonate ion. The respiratory mechanism thus rapidly 
and effectively compensates for chloride loss from 
the gastrointestinal tract. If we were to add excess 
acid or anion in the form of the ketone acids in dia- 
betic acidosis or organic acids retained by the failing 
kidney in renal acidosis, the respiratory mechanism 
would have to decrease the bicarbonate content of 
the anion column in order to make way for these 
abnormally high concentrations of acid. In such a 
case, analysis of venous blood would reveal a low 
bicarbonate content or a low COs. The manner in 
which the lungs lower the COs: is evident in the 
clinical phenomenon of Kussmaul breathing, in 
which the deep, almost gasping respirations serve 
to “blow off” COs. 

Renal Mechanisms. Perhaps the most important 
way by which the body regulates its content of fluid, 
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acid, and base is by means of the kidneys. For pur- 
poses of simplification, one may think of renal func- 
tion as serving three main purposes. One is, of 
course, the excretion of waste products of metab- 
olism. The-second is to regulate the acid and base 
composition of the body fluids; and the third is to 
regulate the water content. The normally function- 
ing kidney serves these purposes admirably, and 
several of the simpler, but exceedingly valuable tests 
of renal function may indicate that the kidney is 
attempting to perform these functions where they 
are needed. 

In a patient, for instance, with severe acidosis but 
with normal renal function, the kidneys will at- 
tempt to save quantities of the alkaline sodium salts 
which would normally be excreted in the urine. 
This conservation of fixed base is accomplished 
under the stress of the acidosis because the kidney 
excretes the acid products in the urine with a weaker 
base, ammonia, which is formed in the kidney, and 
hydrogen ions are substituted for sodium to pre- 
serve the latter for body fluids. The urine then is 
strongly acid, a fact which can be noted at the bed- 
side by using nitrazine or litmus paper. It indicates 
to the observer the problem which the kidney is at- 
tempting to solve. 

The converse of this problem may also be noted 
in the patient with alkalosis following loss of hydro- 
chloric acid in severe vomiting. In this situation the 
kidney attempts to retain chloride, the acid radical, 
and does not substitute hydrogen ions for sodium, so 
that a strongly alkaline urine may be elaborated. 
This too can be noted simply by the use of litmus or 
nitrazine paper. 

Even more important and, for some reason often 
neglected, is the accurate determination of the 
urinary specific gravity. A normal kidney responds 
to the stress of water deprivation by attempting to 
save water which is ordinarily lost in urine. Under 
such circumstances, the daily waste load of me- 
tabolites may be excreted as usual, but it will be done 
in a smaller volume of highly concentrated urine. 
This represents the kidney’s attempt to preserve 
water for the body fluids by wasting as little as pos- 
sible in the urine and can be easily determined by 
noting a high urinary specific gravity, using the or- 
dinary glass-float hydrometer. With rare exceptions, 
the finding of a high urinary specific gravity (1.025— 
1.036) in the absence of substances, particularly 
glucose, which may affect this specific gravity, indi- 
cates the attempt by a normally functioning kidney 
to conserve water. The finding therefore implies 
that there is need for water, 7.¢., clinical dehydra- 
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Figure 2. The normal constituents of the 
fluids within the various body compartments. 


tion. One important exception to this rule is in 
acute glomerular nephritis in which, in the early 
stages, a high urinary specific gravity may be noted 
in the face of inadequate renal function. The ex- 
planation in this case is that, because of the damage 
to the glomeruli, the total filtering mechanism of 
the kidney is impaired, whereas the tubular mech- 
anisms for the control of urinary water are rela- 
tively intact. With these principles in mind, let us 
now consider a few of the clinical problems of fluid 
and electrolyte balance, looking briefly at their 
etiology, signs and symptomatology, and methods 
of therapy. 


Salt and Water Depletion 


Excess amounts of sodium may be lost from body 
fluids in a number of ways. Of these perhaps, the 
most important are (1) severe sweating, (2) excess 
urinary losses, (3) losses from the gastrointestinal 
tract. In the untreated patient, there will be accom- 
panying losses of water, so that the resulting syn- 
drome is really a consequence of both sodium and 
water losses. Varying amounts of chloride, too, of 
course, are lost by all three of these routes. 

The clinical syndrome is called ‘‘dehydration,” 
referring to the water losses. It is important, how- 
ever, to realize that dehydration usually means loss 
of both salt and water. The clinical signs are familiar. 
With depletion of salt and water, the extracellular 
fluid, of which these are the prime constituents, 
shrinks. After fluid losses have occurred equal in 
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Figure 3. The electrolyte composition 
of gastric and duodenal secretions. 


amount to approximately 10 per cent of body 
weight, clinical symptomatology may become evi- 
dent. The patient presents the familiar picture of 
somnolence, hypotension, dry skin, soft eye balls, 
dry tongue, and diminished tissue turgor. As water 
is lost from the extracellular compartment, it is re- 
placed by water from the intracellular so that both 
dimensions share equally in the losses. 

If sodium has been lost in relatively greater pro- 
portion than chloride, the chemical situation re- 
flects the loss of more basic ions than acid, and 
chemical acidosis results. This is particularly fre- 
quent in early stages of renal failure, where the kid- 
neys fail to protect base economy, and it may also 
occur with large losses of those intestinal juices in 
which sodium is present in a higher concentration 
than chloride. Here one may see Kussmaul breathing 
with the chemical findings of a low COs in the plas- 
ma sample. The hematocrit and total protein of the 
blood may be up as a result of the concomitant loss 
of water (hemoconcentration). The urine specific 
gravity may be high, reflecting the need to conserve 
water. The attempt of the kidney to preserve sodium 
for body economy may be reflected by the excretion 
of a highly acid urine. If the extracellular fluid and 
the plasma volume have been depleted by these 
losses to the point where renal function is damaged, 
there may be a failure to excrete metabolites, with a 
consequent rise in the blood urea concentration. 

In the patient with normal kidneys, replacement 
therapy results in prompt amelioration. It is impor- 
tant, however, in prescribing this type of therapy to 
consider the mode of loss. Thus, if the loss of sodium 
has been through excessive sweating, equal amounts 
of chloride have also been lost, and chloride as well 
as sodium should be given, along with the appropri- 


ate amount of water. On the other hand, if losses 
have occurred by way of duodenal or jejunal juices, 
less chloride has been lost proportionately, and 
thus more sodium than chloride should be given in 
the replacement fluid (Figure 3). Our method of 
solving this latter problem, since we cannot give 
raw sodium, is to give sodium as a salt in which the 
anion component is destroyed in the body, leaving 
the sodium to balance the excess of chloride or other 
anions already present. A simple way of doing this 
is to administer sodium bicarbonate or sodium 
lactate. With both these substances, the anion is 
metabolized to carbon dioxide (which is then ex- 
creted by the lungs) and water, leaving sodium 
available for body needs. 

It should be noted in the diagram (Figure 4) that 
sodium chloride solution as made up for routine 
intravenous use is actually an “acid” salt. Note that 
the extracellular fluid contains sodium in relation 
to chloride in a ratio of about 1.4 to 1. The solution 
of sodium chloride usually administered intra- 
venously, however, contains one atom of sodium to 
one atom of chloride, or a ratio of 1 to 1. Thus, there 
is relatively more chloride, or acid radical, than is 
present in the normal body fluid. Under ordinary 
circumstances, the normaily functioning kidney will 
adjust to the administration of this sodium chloride 
solution, retaining the sodium as needed and ex- 
creting the chloride. In situations where more 
chloride than sodium has been lost, such as in 
vomiting, one may take advantage of the “‘acidity” 
of intravenous saline solution with its relatively 
higher chloride content. However, with the sodium 
losses due to diarrhea, it is well to attempt re- 
plenishment with more nearly physiologic ratios of 
sodium to chloride, and sodium with the “‘dis- 
posable anion” (lactate or bicarbonate) should be 
added. 

It is not enough to know, however, what type of 
solution should be given. One must know also how 
much and how fast it should be given. Although 
many formulas have been elaborated for replace- 
ment therapy in the past, no one formula will ever 
suit every clinical problem, and as a rule replacement 
therapy should be guided not by a fixed formula, 
but from a knowledge of the source, speed, and 
amount of the losses. As a rough rule, we may be- 
lieve that, in the previously normal adult, a fluid 
loss corresponding to about 10 per cent of body 
weight gives the clinical signs of dehydration. In 
terms of total volume for a 70 kilogram man, re- 
placement should not exceed 4,000 cc. (plus what- 
ever volume of urine is eliminated) in the first 
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twelve hours. This is roughly 50 cc. per kilogram 
(2.2 lbs.) of body weight in the first twelve hours. 
Further guides for therapy may then be obtained 
from the clinical status and the blood findings. Since 
both intracellular and extracellular compartments 
share in the fluid losses, the replacement solution 
should be made up with equal proportions of 
physiologic saline (sodium ion for the extracellular 
compartment) and glucose and water (plus added 
potassium) for the intracellular compartment. Note 
that in young infants the volume of fluid to be used 
in the first twelve hours must be two to three times 
as great per unit of weight as the amount outlined 
above. 

A special case must be made for sodium losses in 
the patient who has been partly treated. Not infre- 
quently, dehydration is treated with sodium-free 
fluid, namely, glucose in water. In such a case, the 
total volume of fluid lost may have been adequately 
replaced in terms of water but inadequately in terms 
of sodium. Such situations are not infrequently seen 
in surgical patients with severe sodium and chloride 
losses from vomiting. In these patients, although 
the total volume of body fluid may be normal, the 
concentration of the sodium (and chloride) may be 
extremely low. 

In the correction of this situation, again, the 
mode of its creation must be considered. The pa- 
tient needs sodium and chloride without water. 
Ideally, sodium chloride in the form of tablets, that 
is the dry form, may be given. Practically, however, 
this is frequently impossible. Since the need is for 
sodium, however, rather than water, the ordinary 
preparations of intravenous saline are inadequate, 
since they contain little more sodium in relation to 
water content than do the normal body fluids. The 
best therapeutic agent is 3 or 5 per cent sodium 
chloride solution, which may be administered 
slowly by vein, thus increasing sodium concentra- 
tion by supplying a maximum of sodium with a 
minimum of water. 

A case in point is that of a 53-year-old woman, 
who was seen in consultation because of semicoma, 
hypotension, and oliguria following an operation 
for intestinal obstruction. Although the total 
volume of fluid lost by way of the gastrointestinal 
tract and urine had been carefully and conscienti- 
ously measured and replaced, the replacement 
fluid, though adequate in water, had been lacking 
in sodium and chloride. This woman presented the 
picture of adequate hydration and, indeed, her 
total body water was normal or greater than normal. 
However, she lacked adequate amounts of sodium 
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chloride, a fact which was confirmed by the finding 
of the serum chloride of 63 mEgq./L. (normal 99- 
108). When two liters of 3 per cent salt solution were 
infused, there was a remarkable change in the clin- 
ical situation with a rise in blood pressure and re- 
sumption of adequate urine output. Serum chlorides 
rose to a normal value. 


Potassium Depletion 


Potassium, the main intracellular cation, is 
present in smaller concentrations in the extracellu- 
lar fluid. Since it is also present in the gastrointesti- 
nal secretions, large losses of potassium may occur 
in cases of prolonged vomiting, tubal drainage, or 
severe diarrhea. Losses incurred in these ways may 
cause the depleted extracellular fluid stores to be 
replenished from the intracellular compartment, 
thus depleting the latter. Recent studies on the so- 
called “stress reaction” have shown that it is ac- 
companied by large losses of potassium from the 
intracellular compartment. Potassium thus lost 
passes to the extracellular fluid, including the plas- 
ma, whence it is presented to the kidneys, which 
promptly excrete it. 

It is a fact of extreme clinical importance that 
renal losses of potassium may continue in cases in 
which the urine volume is good and kidney function 
normal, in spite of large total body deficits of po- 


Figure 4. Comparison of the sodium and chloride con- 
centration of isotonic saline and extracellular fluid. 
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tassium. This is in striking contrast to the situation 
with sodium, in which depletion of body sodium 
stores is reflected in the normal urine by low con- 
centrations of sodium, representing an effort by the 
kidney to preserve body sodium. The kidneys show 
little regard for the need for potassium conserva- 
tion; indeed even damaged kidneys may excrete 
large amounts of potassium as long as the urinary 
volume is large. This must be kept in mind in sur- 
gical patients, in whom fluid is forced to encourage 
large urine volumes but in whom potassium intake 
is inadequate. Similarly, the patient with renal in- 
sufficiency with inability to conserve water may 
have anorexia and nausea which keep the intake of 
potassium far below the obligatory outgo in the 
large urine volume. 

The striking importance of potassium losses from 
the gastrointestinal tract was first pointed out by the 
pediatricians, who found that the mortality from 
infant diarrhea decreased when the replacement 
solutions contained adequate amounts of potassium. 
Of equal importance is the need for replacement of 
potassium losses incurred by prolonged tubal drain- 
age of the gastrointestinal tract or severe vomiting. 

The signs and symptoms of potassium deficit arise 
more slowly and are less striking than for deficits 
of extracellular electrolytes and water. They may 
be confused, of course, by concomitant sodium 
losses, occurring by way of the gastrointestinal tract 
or the urine. Confusion and disorientation are not 
uncommon when large amounts of potassium have 
been lost from the cells without replacement. The 
serum potassium level may be diminished below the 
normal range of 4 to 5 mEq. /L. (16 to 19 mg. per 100 
cc.). Usually accompanying this are elevations of 
the serum CO, and depression of the serum 
chlorides. Here again it should be emphasized, 
however, that the chemical findings may be present 
only in severe states of depletion and may not re- 
flect the earlier stages of potassium loss. Electro- 
cardiographic changes may add suggestive evidence 
to the diagnosis. In characteristic cases, the electro- 
cardiogram shows a prolonged Q-T interval with 
depression of the S-T segment and flattening or 
inversion of the T wave. All of these changes are 
suggestive rather than diagnostic, however, and 
must be evaluated in conjunction with a thorough 
clinical workup. 

One clinical situation in which potassium loss 
(and potassium replacement) plays a significant role 
is in the treatment of severe diabetic acidosis. The 
patient in diabetic coma has lost large amounts of 
sodium, chloride, and potassium during the phase 


of polyuria preceding his entrance to the hospital. 
When first seen, however, the acidosis and the dis- 
order of carbohydrate metabolism have usually 
resulted in concentration of serum potassium, 
which is slightly or moderately above normal. 
Therefore, at this time, potassium should not be 
administered even though the total body stores of 
potassium have been depleted. After an interval of 
three or four hours, when the metabolic situation 
has begun to be corrected by insulin and the acidosis 
has begun to respond to adequate sodium therapy, 
potassium may return to its normal intracellular 
habitat, leaving a marked deficit in extracellular 
potassium. It is at this point that potassium should 
be added to the fluid infused, and if possible, to 
that ingested by the patient. The time interval in- 
volved here indicates the importance of under- 
standing something of the pathophysiology of po- 
tassium transfers in body fluids. 

Replacement of potassium losses is best accom- 
plished when possible by the oral route. Unlike the 
depletion of extracellular ions, potassium losses 
need not be replaced rapidly, since replacement 
therapy to some extent is limited by the ability of 
the cells to take up the ion presented to them 
through the extracellular fluid. Meat broths and 
fruit juices are particularly rich in potassium and 
constitute a good source for replacement. Enteric- 
coated tablets of potassium chloride, in doses of 1 
Gm. three to four times a day, may be used as an 
adjunct. Solutions of potassium acetate and potas- 
sium citrate have also been used and may be added 
to fruit juice. In cases in which oral intake is not 
possible, solutions of potassium chloride or potas- 
sium acetate, in a concentration not to exceed 40 to 
60 mEq. of potassium per liter of fluid, may be in- 
fused intravenously. These solutions should be 
infused slowly, certainly not faster than 20 mEq./ 
hour, since it is possible to kill even a potassium- 
depleted patient by infusing potassium into the ex- 
tracellular fluid at a rate faster than the cells can 
take it up. Since the rate of replacement is neces- 
sarily slow, as has been the rate of potassium loss, 
one must not expect striking therapeutic results fol- 
lowing the first day of therapy. The chemical 
changes and symptoms may regress only after three 
to seven days in cases of severe depletion. 


Potassium Excess 


The more striking abnormality of potassium me- 
tabolism, and one which has received increasing at- 
tention in the past few years, has been hyperkale- 
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mia ; those states in which the potassium concentra- 
tion of extracellular fluid may rise to toxic and even 
lethal levels. We have seen that under usual circum- 
stances even the damaged kidney may lose potas- 
sium at a normal or greater than normal rate as long 
as the urinary volume is adequate. This mechanism 
appears to protect the organism against toxic levels 
of potassium in the extracellular fluid as long as the 
urine volume is greater than about 1,000 cc. a day. 
Thus, except in situations in which excess amounts 
of potassium are ingested or infused, it is rare to see 
toxic manifestations of hyperpotassemia, unless the 
urine volume is diminished or there is a marked 
metabolic disturbance such as in untreated Addi- 
son’s disease. It becomes obvious then that acute 
renal insufficiency with anuria or severe oliguria, or 
terminal chronic renal insufficiency with oliguria 
present situations in which hyperkalemia may 
threaten life. The former condition is particularly 
important to recognize, since although the renal 
lesion may be completely reversible, death may re- 
sult from potassium intoxication. Death in these 
situations is due to the effect of the potassium ab- 
normality upon cardiac conduction; terminally 
there are ventricular arrhythmias and ventricular 
fibrillation. Lethal effects, however, are not depend- 
ent merely upon the absolute level of potassium in 
the extracellular fluid; the ratio of potassium to oth- 
er cations, notably sodium and calcium, is impor- 
tant. Thus, for a given elevation of serum potassi- 
um, the changes in the electrocardiogram and the 
clinical picture will be markedly aggravated by con- 
comitant lowering of serum sodium and serum cal- 
cium levels. 

The electrocardiogram reflects the interaction of 
all these ions on cardiac conduction and is thus a 
better index to the onset of the clinical syndrome 
than is the level of each or all of the ions measured 
in the serum. This is fortunate since the electrocar- 
diogram is generally available, while the flame pho- 
tometer for the determination of potassium and so- 
dium may not be. It is no misstatement to say that 
the onset and the progress of the clinical syndrome 
of potassium intoxication may be followed better by 
its electrocardiographic manifestations than by any 
number of serum determinations. The electrocar- 
diographic signs are typical and consistent in their 
progress to the terminal changes. They are repro- 
ducible in the experimental animal and in the 
chronic patient in whom treatment has caused tem- 
porary remissions. 

A classic electrocardiogram is shown in Figure 
5. Typically, changes first appear in the precordial 
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leads and consist of pointed, elevated, peaked T 
waves. Later the S-T segment becomes slurred and 
the QRS interval prolonged. In the standard leads, 
the same changes occur and in addition the P 
waves become flattened and finally disappear. In the 
terminal event, the complexes degenerate into a 
series of wave-like undulations shortly followed by 
ventricular tachycardia or fibrillation. In following a 
patient with acute renal failure, one should be cer- 
tain to take serial electrocardiograms, just as in fol- 
lowing patients suspected of myocardial infarction. 
This is necessary since the signs in the electrocar- 
diogram in the early stages may be so little atypical 
that, unless compared with previous tracings, they 
may be missed. It should be a rule to have a daily 
electrocardiogram in every patient with acute renal 
insufficiency of more than five days duration. 

Not all patients with acute renal insufficiency, 
however, develop potassium intoxication, and it is 
difficult to predict in advance which ones will do so. 
In general, in the presence of renal failure, potas- 
sium intoxication occurs by one of three methods: 

1. Excess intake of potassium in the face of in- 
adequate ability to excrete it. Here potassium-con- 
taining medications or nourishing drinks may be 
indicated. It is too little known that orange juice, 
one of the most commonly administered hospital 
fluids, has one of the highest contents of potassium. 


Figure 5. Characteristic ECG changes of potassium intoxica- 
tion. Note particularly high peaked T-waves, sloping S-T 
segment, and spread of QRS complex, more marked in the 
precordial leads. P-waves are diminished in standard leads. 
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This is true to a lesser extent of other fruit juices. 

2. Breakdown of body cells in the normal proc- 
esses of metabolism releases both potassium and ni- 
trogen to the extracellular fluid where normally they 
are excreted by the kidney. In the face of inadequate 
renal excretion, potassium and nitrogen pile up in 
the plasma and extracellular fluid. 

3. In the presence of severe acidosis and renal 
insufficiency, there is a tendency for potassium to 
move out of the cells and into the extracellular 
fluid, independent of cell breakdown. This is ac- 
companied by a shift of sodium, normally extracel- 
lular, into the cell fluid. The mechanism is not a 
simple exchange of sodium for potassium, and the 
underlying metabolic reasons are not clearly known. 

Methods of combating the clinical syndrome of 
potassium intoxication should be made known to 
every physician, since the treatment for this in the 
patient with acute, reversible renal disease may be 
as dramatic and as lifesaving as in any clinical situ- 
ation in the practice of medicine. It has been recog- 
nized for years by physiologists that sodium and 
calcium are physiologic antagonists of potassium. 
Thus, the infusion of sodium chloride, calcium glu- 
conate, or, even better, sodium bicarbonate may 
cause a dramatic remission of symptoms and signs 
within a period of minutes. Of slower but more last- 
ing efficacy is the infusion of glucose and insulin, 
usually administered in a 25 to 50 per cent solution 
of glucose with one unit of insulin to cover each 
two grams of glucose. As the glucose is deposited in 
the liver as glycogen, potassium is taken with it and 
thereby removed from the extracellular fluid. This 
method, too, is somewhat temporary although good 
effects may be achieved for periods of four to six and 
even twelve hours. 

Recently, attempts to remove potassium from the 
extracellular fluid by way of the gastrointestinal 


Here’s a Helpful Hint. . . 
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tract have been made. These include gastric lavage 
with a Levine tube and lavage of the small intestine 
by means of a double lumen, Miller-Abbott tube in 
which the perfusing potassium-free fluid enters at 
the upper end of the tube, traverses the intestinal 
tract, and is removed at the lower end of the tube 
after having picked up potassium from the gut. 
Similar methods have been used in lavaging the 
colon and have been reported to be successful for 
the removal of potassium from the gut, with subse- 
quent lowering of the extracellular fluid and plasma 
levels. The administration of ion exchange resins 
by mouth or by enema has recently been advocated 
to remove potassium. 

Since potassium is freely diffusible across the 
peritoneal membrane, peritoneal irrigation, either 
continuous or, as has been proposed recently, inter- 
mittent, may also permit removal of potassium, 
when the perfusing fluid has reached equilibrium 
with the body fluids and is then removed. An ex- 
tremely efficient way of correcting hyperkalemia is 
by the use of the artificial kidney. In this technique, 
potassium is removed from the blood by diffusion 
through the Cellophane of the apparatus. This 
method has the additional advantage that it also 
corrects the acidosis and azotemia, which in all 
probability predispose to potassium shifts from the 
cell into the extracellular fluid. 

These concepts merely serve to emphasize that 
every physician must have a basic understanding of 
the normal mechanisms for regulating fluid and 
electrolytes. 

There are no mathematical formulas for therapy 
in this field, but a careful consideration of the prin- 
ciples outlined above, used in conjunction with a 
mixture of common sense and experience, should 
enable the physician more intelligently to approach 
each patient as an individual problem. 


In ORDER to prevent undesirable constipation during treatment of peptic ulcer with aluminum hy- 
droxide gel, make a mixture containing one-fifth (by volume) of milk of magnesia. Do not use aluminum 
hydroxide gel as an antacid in the treatment of bleeding peptic ulcer, because it forms a coagulum 
which is constipating, removes buffer, and may produce obstruction. Instead use calcium carbonate 
with one-tenth (by weight) of magnesium oxide in milk. (Rosset, N. E., Knox, F. H., and STEPHEN- 
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BY ROBERT J.CROSSEN, M.D. 


St. Louis, Missouri 


Common Gynecologic Problems 


Many gynecologic complaints of psychosomatic origin can best be handled by the general practitioner. 


In addition, other problems are in his sphere, including cancer detection, treatment of the 


common diseases of the vulva, and palliative management of uferine prolapse. For cancer detection 
particularly, the physician needs a practical plan, including painstaking examination and 


Since one of the first steps in caring for a new pa- 
tient is obtaining an adequate history, I feel that a 
few remarks on some of the newer points to be in- 
cluded in the history and examination are in order. 


Emotional Disorders 


It is becoming increasingly clear that many of the 
complaints met in the gynecologic field are con- 
cerned with problems which have a psychologic 
background with no physical lesion to account for 
them. In recent years medical literature has been 
suffused with articles on a so-called new concept, 
psychosomatic medicine. The New Gould Diction- 
ary states that this is “affections with an emotional 
background having both mental and bodily com- 
ponents. Especially relating to a system of medicine 
which emphasizes the interdependence of mental 
processes and physical or somatic functions.” 

I feel it is unfortunate that this concept has not 
only been called a system of medicine, but has been 
treated as a separate entity, for it is based on prin- 
ciples as old as medicine itself. In another way, 
however, this has served to re-emphasize something 


the know-how for obtaining biopsies and preparing Papanicolaou smears. 


which our age of specialization had forgotten, 
namely we should treat the patient as well as the 
disease. One cannot separate a disease from its host 
any more than a person can be considered apart 
from his heredity, environment, and emotions. As 
Miller states, “There is nothing mysterious or dif- 
ficult about psychiatric practice, but it does take an 
interest in persons and their troubles as well as 
technical and scientific knowledge about their anat- 
omy and physiology.”’ Our elder practitioners had 
never heard the word psychosomatic but, by insight 
and intuition, they knew that backgrounds of emo- 
tional conflicts and tensions could affect the mani- 
festation of disease, and that these stresses themselves 
acting over a period of years could, by altering 
function, be the deciding factor in organic disease. 

The importance to the gynecologist of any sub- 
ject dealing with emotions is obvious, for the pelvic 
organs are the seat of the most compelling of human 
emotions—love. This powerful emotion with its 
many ramifications continues in various forms 
through infancy, adolescence, marriage, mother- 
hood, and the menopause. Its interplay with other 
emotions is most frequently evidenced in the symp- 
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toms of pain, menstrual or otherwise, premenstrual 
tension, dyspareunia, and frigidity. 

Lock and Donnelly attempted to determine the 
incidence of psychosomatic affections in a private 
referred gynecologic practice. The diagnosis was 
made on two points: first the absence of any demon- 
' strable organic pathology or a lesion sufficient to 
cause the patient’s complaints, and second the 
presence of a definite emotional problem grave 
enough to justify such a diagnosis. They concluded 
that 33 per cent of all the patients seen were suffer- 
ing from psychosomatic disease. This may seem 
high, but certainly most gynecologists find inade- 
quate marital adjustment in approximately a third 
of their patients. 

In the following paragraph, W. R. Miller suc- 
cinctly states in an understandable way the impor- 
tance of finding out something about the patient’s 
life if the history is to be adequate. “One must” he 
states, “always remember that there is an organ 
above the neck called a brain and that it has been 
active since early childhood. In fact, in childhood it 
probably received its most vivid and important im- 
pressions, which will determine the attitude of its 
owner for life. Is there any reason why it is less im- 
portant to learn that Mary Smith acquired a lasting 
hate for men because she was treated cruelly by a 
drunken father, than to learn that she had measles, 
mumps, and chickenpox before the age of ten? For 
gynecologists it may be a much better clue to the 
understanding of her frigidity in marriage than any 
other item in the examination. It is well to remem- 
ber that sexual function is more closely related to 
the powerful emotion of love than to any other and, 
as far as I know, love still seems to have a universal 
appeal. When it is interfered with and the woman is 
unhappy, depressed, worried, and frustrated, it is 
more than likely that the physiologic counterpart 
will reflect most of the disturbance.” 

In the history there are a number of symptoms 
and actions that enable one to suspect a large psy- 
chosomatic element. Hart emphasized the “resis- 
tance symptoms” such as, procrastination in seek- 
ing medical advice, self-treatment, vagueness and 
evasion, broken appointments, medical shoppers, 
misleading explanations, fear of a personality study, 
numerous ineffective operations, and many others. 
Pain is one of the most difficult symptoms to evalu- 
ate, for the only clue we have as to whether the pa- 
tient feels pain is her conception of it. Pain does not 
necessarily mean organic pathology, for it can also 
be caused by the physiologic disturbances resulting 
from emotional maladjustments occurring through- 


out life. Alvarez states that “the harder it is to get a 
clear history out of a person, the less likely he or she 
is to have organic disease.” These patients bring in 
many irrelevant facts which they have written down, 
instead of answering questions put to them; they 
interrupt the physician in order to give their in- 
terpretation of the symptoms and their diagnosis. 
Events in the history are likely to be related in an 
emotional manner. 

That the neglect of the psychosomatic elements in 
the history can lead to unfortunate conclusions is 
evidenced in the histories of 150 psychiatric pa- 
tients reported by Bennett. In this group the 121 
women had a total of 205 surgical operations and 
368 medical treatments before the psychogenic 
origin of the trouble was recognized. Let us, as 
Miller suggests, “be a physician first and surgeon, 
gynecologist, internist, or psychiatrist last” and al- 
ways do a complete work-up before concluding that 
the case is either surgical or psychosomatic. 


Cancer Detection 


Another problem which the general practitioner 
encounters daily in his practice is the detection of 
early cancer. Since by far the highest incidence of 
cancer in women occurs in the breast and pelvis, it 
is important to have a practical plan for checking 
these areas. Careful palpation of the breasts should 
always be done. In regard to the problem of uterine 
cancer—although we are making slow advance in 
the salvage from this disease by improvement in 
treatment, early diagnosis is the real keystone to any 
sizeable reduction in mortality of cervical carcinoma, 
and from 75 to 90 per cent of the early cases can be 
saved by adequate treatment. 

What then has been the cause of the delay in 
early diagnosis? This problem was the subject of an 
exhaustive study made by a group of physicians in 
Philadelphia, composed of specialists and general 
practitioners. A report on this study of 1,140 cases 
of pelvic cancer was made by Howson and Mont- 
gomery. The patient’s delay, which is counted as 
the time elapsed from the first symptom until the 
securing of medical advice, amounted, in the case of 
cervical cancer, to 56 per cent of the total causes for 
delay. It was found that there was a delay of a 
month or more in 70 per cent of the cases of pelvic 
cancer. Thanks to the excellent programs of the 
American Cancer Society and allied organizations 
including the national and local medical societies, 
the patient is being educated to the fact that local 
evidence of cancer may exist for months or even 
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years before symptoms appear. Patients are begin- 
ning to appreciate the importance of a pelvic ex- 
amination twice a year as a safeguard against condi- 
tions leading to carcinoma. The check-up is especi- 
ally important in the danger zone between the ages 
from 40 to 60 years, but it is also important in 
younger women who have had children, for we 
know that cervical cancer can occur at any age. 

Let us assume now that the enlightened patient 
has presented herself for examination. The problem 
of early diagnosis is now up to the physician, and 
the patient’s future depends not only upon his 
knowledge and ability but also upon his scientific 
curiosity and perseverance in carrying out a thor- 
ough search for conditions which may indicate 
carcinoma or predispose to its development. The 
degree to which we as physicians have failed to as- 
sume this responsibility is brought out by the fact 
that, in the study mentioned, the physician was 
wholly responsible for the delay in the diagnosis of 
cervical carcinoma in 24.5 per cent of the cases. The 
average duration of the physician delay was 7.4 
months. The appalling fact that the delay was due to 
a failure to examine the patient vaginally in 51 per 
cent of the cases shows where the emphasis must be 
placed if the results are to be improved. It is in- 
teresting to note that the general practitioners were 
not the only ones responsible for delay, for there 
were 28 cases of delay on the services of the Phila- 
delphia hospitals. 

From this study and from similar studies made in 
other centers, it is evident that the weak spot in the 
attack on the problem is the period of silent growth 
in the undiscovered lesion before therapy is insti- 
tuted. 

What can we as physicians do to correct our fail- 
ure in this detection program? The obvious answer 
is first and above all to include an adequate pelvic 
examination in every case. This can be done by a 
physician who has a speculum, a good light, a 
healthy curiosity, and an earnest desire to give the 
patient the full benefit of his knowledge. 

It is easy for gynecologists to give lengthy papers 
on this subject with a full discussion of numerous 
techniques for early diagnosis of cervical carcinoma, 
together with statistics, but this not only leaves the 
average physician confused but also frustrated, with 
the result that he does nothing about it. 

It is important to know that in large centers where 
routine smears for uterine cancer have been taken 
on all patients, the accuracy of diagnosis runs as 
high as 98 per cent. Many unsuspected cases of 
early noninvasive cervical carcinoma have been dis- 
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covered. From a practical standpoint it is also im- 
portant to add that because of cost and lack of na- 
tion-wide facilities this test at the present time can- 
not be applied to the population as a whole. Until 
the test is more generally available, we should have 
a practical plan of attack which can be used today 
by any physician. 

First, let me reiterate; we will never know the 
condition of the pelvis if we do not do a pelvic ex- 
amination; as mentioned, 51 per cent of the neg- 
lected cases might have been saved if the physician 
had taken the pains to look at the cervix. Rectal 
examination should also be done, as detection of 
induration in the parametrium may lead to dis- 
closure of a cancer which cannot be seen on the 
surface of the cervix, not to mention the fact that a 
rectal cancer may be discovered by this procedure. 

Since it has been established that the noninvasive 
stage of carcinoma exists for many years before ac- 
tual invasion occurs, the physician, if he checks the 
pelvis every six months, should note changes during 
that period which would demand a more detailed 
examination. 

For practical purposes, let us divide the cervices 
seen into three groups: the normal appearing cer- 
vix; the cervix showing mild erosion, eversion, or a 
few superficial cysts; and lastly the cervix with 
extensive cervicitis and deep cysts. 

Normal Appearing Cervix. In which patients with 
a normal appearing cervix is a smear indicated ? 

1. Those with persistent discharge. 

2. Those in whom irregular spotting occurs. 

3. Those which bleed easily on wiping the surface 
or canal with cotton. 

4. Those with an unusual cancer incidence in the 
family history. 

5. Those who request a smear. 

If such a plan is followed, I believe most of the 
early unsuspected cases will be found, and certainly 
the number of those missed would be less than the 
number of false negative reports which one would 
obtain with routine smears in every case. With 
definite indications such as these, the physician 
would feel justified in subjecting certain patients to 
the extra expense of a smear. 

Erosion, Eversion, Small Cysts. The second group 
of cases includes those in which there is some visible 
lesion requiring office treatment, such as eversion, 
erosion, or a few Nabothian cysts. Though some 
would advise routine smears in this group, I do not 
do routine smears in my practice nor do I advocate 
them at the present time. Here, as in the group of 
normal cervices, we should have definite indications 
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for special procedures which will aid in diagnosis. 

Smears or biopsies or both are indicated as fol- 
lows: 

1. Any condition enumerated above under nor- 
mal appearing cervix. 

2. Any cervix that does not clear up promptly 
under treatment. 

3. Small suspicious areas should be biopsied, 
with full understanding of the limitations of a 
biopsy. 

4. Cases requiring repeated treatments should be 
treated as outlined under the third group of cases. 

Extensive Cervicitis. The third group of cases are 
those with extensive cervicitis and deep cysts. These 
cases should have a wide conization with suture, or a 
Sturmdorff operation to get rid of the cervicitis and 
at the same time obtain all of the involved tissue for 
microscopic examination. We have found no need 
for cold biopsy in these cases, for, if the proper set- 
ting of the high frequency cutting current is used, 
and the cutting is done rapidly, the tissue is excel- 
lent for microscopic examination. By this simple 
operative procedure, the patient is relieved of the 
chronic cervicitis, and the entire area of cancer- 
potential tissue is removed for microscopic examina- 
tion. Biopsy in this group of cases should only be 
done when the patient refuses conization, because 
in the first place, with biopsy the potential cancer 
tissue remains present, and secondly, even with 
multiple biopsies the area of beginning cancer may 
be missed. 


Techniques for Vaginal Smear and Biopsy 


There are several methods of obtaining the smear 
and the one used depends upon the facilities avail- 
able. 

If the laboratory is accustomed to doing paraffin 
sections, the area around the external os is scraped 
with a tongue depressor or with a specially designed 
scraper such as the ones designed by Ayre and 
Novak. If a total uterine sampling is desired, a 
Doyle vaginal spoon is left in the vagina over night 
and the collected secretion is used. Gladstone ob- 
tains a specimen by scraping the cervical surface 
with a piece of Gelfoam. Regardless of the method 
used, the material obtained is placed in formalin for 
fixation and is then blocked in paraffin, cut, and 
stained as usual, with hematoxylin-eosin. 

If facilities for diagnosis of a Papanicolaou smear 
are available, the smear may be taken in several 
ways. A specimen of the secretion from the vagina 
or the cervical canal can be aspirated by means of a 


syringe, or any of the methods mentioned above 
may be used, except Gelfoam. A thin smear is made 
on a clean, dry slide and this is dropped immedi- 
ately while still moist, into a solution containing 
equal parts of ether and 95 per cent ethyl alcohol. 

If no laboratory is available the slide can be 
mailed to a diagnostic center. Before mailing, the 
slide is left in the ether-alcohol solution for twenty- 
four hours, then removed, and while it is still wet a 
large drop of glycerine is placed on the smear, and a 
second slide is pressed firmly over the smear. The 
slides can then be placed in a container and mailed, 
together with a history of the case. 

A biopsy can be taken with any of the instruments 
used for this work. It is important to take several 
specimens from different areas in the junction of the 
squamous epithelium of the portio and the cuboidal 
epithelium of the cervical canal. The important point 
then in diagnosis is to have a practical plan of ex- 
amination of the cervix with definite indications for 
smear or biopsy and to use this plan in daily prac- 
tice. 

In regard to endometrial carcinoma, the symp- 
toms which would lead one to get a smear are per- 
sistent discharge, irregular bleeding not accounted 
for by conditions in the lower genital tract, or re- 
currence of bleeding after an interval of cessation, 
especially after the menopause or in women over 
fifty. In doubtful cases there should be no delay in 
doing a curettage. 

Let us now pass from an adequate history and the 
function of the general practitioner in cancer con- 
trol to some of the gynecologic problems en- 
countered daily in the office. I have chosen for our 
discussion pruritus, common vulvar diseases, leu- 
korrhea, and relaxations. 


Pruritus Vulvae 


Pruritus vulvae, though not a disease, is a most 
distressing symptom to both the patient and the 
physician. Among the many etiologic factors are 
diabetes, urinary infections, skin conditions, allergic 
reactions, parasitic infestation, leukorrhea, and 
psychosomatic disturbances. Examination of the 
urine will rule out diabetes and urinary infections. 
General skin conditions such as psoriasis, lichen 
planus, and others will have a general distribution, 
and other local skin conditions will be discussed 
later. 

For immediate relief while the diagnosis is being 
made so that more specific therapy can be instituted, 
the parts should be cleaned with soap and water or, 
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if markedly irritated, with olive oil. Cool compresses 
should be applied, using either plain water or a 
solution of one tablespoonful of baking soda in a 
quart of water, or 1:10,000 potassium perman- 
ganate solution, or 1:20 aluminum acetate solution. 
At night Lassar’s paste is applied to protect the 
surface from irritating secretions, and during the 
day phenolated calamine lotion is daubed on the 
vulva and allowed to dry. 

After ruling out other common causes such as 
pinworms, mycotic and other diseases of the rectal 
and vulvar skin, furunculosis, and leukorrhea; al- 
lergic reaction to drugs or external irritants should 
be suspected. Certain materials in the underwear, 
pads, contraceptive jellies, soaps, home remedies, 
salves, and powders may cause marked irritation. 
The treatment is to discover and avoid the causal 
agent. Pyribenzamine, either by mouth in doses of 50 
mg. four times a day, or as an ointment or cream 
locally, usually gives immediate relief of the acute 
itching. The Pyribenzamine does not cure the un- 
derlying cause of the eczema, but by eliminating the 
scratching, it allows the inflammatory reaction of 
the skin to clear up. Susino reported excellent re- 
sults in 38 of 66 cases of intractable pruritus with 
adenosine-5-monophosphate (My-B-Den) by giving 
20 mg. tablets (sublingual) three times a day for 
five days. 

In regard to the parasitic infections of the vulva, 
the older treatments have been supplanted by more 
efficient and less messy methods of treatment. For 
pediculosis pubis, the patient is instructed to pow- 
der the pubic area thoroughly with 5 per cent 
D.D.T., daily for three days. When this does not 
kill the mites, Cuprex sol. rubbed in thoroughly will 
usually be effective. 

Prior to the introduction of benzyl benzoate, the 
treatment of scabies consisted of the use of oint- 
ments and salves which were left on for several days. 
Nielson and Kissmeyer treated 8,000 patients with 
a single application of benzyl benzoate emulsion and 
claimed uniformly good results. Robinson found 
that in cases in which there was a superimposed 
pyoderma, a benzyl benzoate-tyrothricin mixture 
was more effective than either drug alone; the form- 
ula he used was manufactured under the trade name 
of “Tyroscabe.” The blisters were opened and 
washed with warm soap and water, then dried. An 
application of the mixture was made on two suc- 
cessive days and then the patient took a warm bath. 
Sixty-nine of the seventy-one cases were cured 
within five to fourteen days. Kessler and Hines have 
recently reported excellent results, using hexal- 
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chlorocyclohexane in a vanishing cream base 
(Kwell). 

The psychosomatic causes of pruritus vulvae 
enumerated by Jeffecoate are masturbation, cancer- 
phobia, venerealphobia, guilt complex, and marital 
disharmony, with an underlying desire to avoid 
coitus. 


Common Vulvar Diseases 


Some of the vulvar skin diseases of common oc- 
currence are tinea infections, condylomata acumina- 
ta, and leukoplakic vulvitis. Two diseases occasion- 
ally seen are granuloma inguinale and lympho- 
granuloma inguinale. 

Tinea cruris is treated with a mixture of 3 per 
cent precipitated sulfur and 3 per cent salicylic acid 
in equal parts of lanolin and petrolatum. This can 
be alternated with the following prescription. 


Zinc undecylenate 
Undecylenic acid 

Hydrophylic Ointment qs. 
Label—Apply locally at night. 


For fungus infections around the rectum, the skin 
is painted with Castellani’s paint once a day. This 
must be kept in a dark bottle and discarded after it 
is a month old, as it deteriorates. 

The treatment of condylomata acuminata until 
recently consisted of keeping the vulva clean, 
douches, and the application of mild antiseptic or 
caustic ointments or electrocoagulation or radium. 
In 1944 Culp and Kaplan reported 200 cases 
treated by podophyllin. Since then, numerous ar- 
ticles on podophyllin have appeared in the litera- 
ture. Following its application, the condylomata 
become edematous, and an inflammatory reaction 
appears and remains for several days. Within a 
week, involution occurs, and the wart shrinks into a 
small mass which finally drops off, leaving no scar. 
Various vehicles have been suggested: Sullivan and 
King used a 25 per cent mixture in mineral oil, 
Marks used a 15 per cent solution in compound 
tincture of benzoin, Weiss uses a 25 per cent solu- 
tion in alcohol, and there is also an ointment con- 
sisting of 25 per cent solution in Hydrosorb base. 
Whichever preparation is used, care must be taken 
to protect the surrounding normal skin, and the 
patient should not be allowed to use it at home. The 
skin around the warts should be covered by petrola- 
tum jelly and then the podophyllin applied to the 
wart, wiping off any excess. Powder may be applied 
to the rest of the vulva if desired. After six to eight 
hours, the entire vulva should be washed thoroughly 
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with soap and water by the patient. The patient 
should return in ten days for a second application, 
if necessary. 

Another vulvar lesion which has long been a 
problem for the gynecologists is leukoplakic vulvitis. 
Taussig in his outstanding work on this subject, 
stated that this condition was a definite precursor 
of vulvar carcinoma. He stated that at least half of 
the cases would eventually undergo malignant 
change. He felt that vulvectomy was the only effec- 
tive or safe therapy. 

New hope for an effective conservative treatment 
has been aroused by the recent work of Hyams and 
Bloom. These workers feel that leukoplakia is of 
metabolic origin, due to a failure in utilization and/ 
or absorption of vitamin A. They investigated a 
group of eighteen patients with histologically veri- 
fied leukoplakic vulvitis. Since keratinization of the 
epithelium is one of the prominent features in leu- 
koplakia and also in vitamin A deficiency, Hyams 
and Bloom decided to try giving vitamin A to the 
eighteen patients with leukoplakic vulvitis. The 
daily dosage varied from 250,000 to 500,000 units, 
supplemented by intramuscular injections of 50,000 
units twice weekly. In addition, each patient re- 
ceived 15 minims of dilute hydrochloric acid in 
water, three times daily. Of the eighteen patients 
treated, fourteen were relieved, both subjectively 
and objectively. 


Ulcerative Lesions 


Two ulcerative lesions which were formerly very 
difficult to treat are granuloma inguinale and 
lymphogranuloma inguinale. The diagnosis of 
granuloma inguinale is made by finding Donovan 
bodies in scrapings from the lesion. Before the 
advent of the antibiotics, fuadin, an antimony 
preparation, gave the best results but chloram- 
phenicol has proven to be much more effective. 
Greenblatt and his associates used 500 mg. by 
mouth every six hours for ten to twenty days, or 
until the lesion was healed. The Donovan bodies 
usually disappeared in two to four days, but the 
total dose for a cure varied from 20 to 70 Gm. There 
were no untoward effects, and 21 of the 23 patients 
were permanently cured. Two who had a recur- 
rence responded to a second course of treatment. 

For lymphogranuloma inguinale, aureomycin is 
more effective. An initial intramuscular injection of 
800 to 1,500 mg. is given; then 500 mg. is given by 
mouth every six hours. Toxic symptoms of nausea, 
vomiting, and diarrhea are not infrequent. 
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Another condition which we are frequently called 
upon to treat is vaginal discharge. The diagnosis 
and treatment of leukorrhea is well known to you, 
and I shall not spend time rehashing the whole 
subject but will attempt to touch the high spots and 
bring the treatments up to date. 

Vaginitis in children needs mention. When a 
mother brings her prepuberty daughter because the 
child has a vaginal discharge, the following condi- 
tions should be considered: physiologic exfoliation 
of the vaginal epithelium which sometimes occurs 
for some months prior to the onset of menstruation; 
foreign body in the vagina; nonspecific infection 
from dirt, feces, or manipulation; and gonococcic 
vaginitis. 

A smear of the secretion will rule out gonorrhea. 
If the smear contains a predominance of epithelial 
cells and few leukocytes, the leukorrhea is probably 
due to the cyclic physiologic changes occurring in 
the vaginal wall, and no treatment other than clean- 
liness is needed. Should the smear show a pre- 
dominance of pus cells, further investigation is 
needed. With a finger in the rectum, the vagina 
should be explored with a sound for foreign bodies. 
If the foreign body is of metal, a definite click can 
be felt and heard. If none are found or there is 
some dcubt, the vagina can easily be explored by 
means af a Kelly cystoscope using a head mirror 
for light. This is easily accomplished even in in- 
fants under a year of age. Any foreign body found, 
of course, should be removed; safety pins, the usual 
offenders, are first closed, then removed. This 
should be done under anesthesia to prevent injury. 

Nonspecific purulent discharges may be treated 
by vaginal suppositories of penicillin and/or estro- 
gens, if needed; if preferred, these may be given by 
mouth, but the result is not so rapid nor so sure. 
The treatment of gonococcic vaginitis in children 
has gone through the eras of local antiseptics, dia- 
thermy, estrogens, and sulfonamides; at present 
penicillin is the treatment of choice. Estrogens are, 
however, still valuable in conjunction with the anti- 
biotics in persistent cases. 

Principles in the treatment of Trichomonas vagi- 
nitis consist of readjusting the vaginal pH to the 
acid side, and supplying lactose to aid in the in- 
crease of the normal vaginal flora. Lactic acid, 
teaspoonful to a quart of water, or white vinegar, 
1 tablespoonful to a quart of water, is used as a 
douche. Beta-lactose in capsule or in tablet form 
is used locally in conjunction with the douche. 
There are a number of proprietary jellies on the 
market which are helpful adjuncts in treatment; 
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they are also helpful in clearing up nonspecific 
vaginitis. Insufflation with powder is not advised as 
it is dangerous; there have been several deaths 
reported in the past three years from this method. 

Monilial vaginitis, identified by its association 
with the cottage cheese-like material on the walls 
of the vagina, and by an irritating discharge, and 
by smear, has always been difficult to treat. Until 
recently, the best treatment was to swab the vagina 
and vulvar opening two to three times a week with 
5 per cent gentian violet. Cure was especially dif_i- 
cult to achieve when the condition occurred during 
pregnancy, and recurrences were frequent. Alter, 
Jones, and Carter recommend a jelly containing 
several of the propionates and propionic acid in a 
tragacanth base. This was successful in curing 80 
per cent of their nonpregnant patients and 39 
per cent of their pregnant patients, in one series 
of treatments. An applicator-full of jelly was in- 
serted into the vagina, night and morning, for a 
period of two or three weeks, and then the patient 
discontinued all treatment for two days and re- 
turned for examination. If the patient was asympto- 
matic, and there were no physical signs and the 
cultures were negative, she was considered cured. 
Several companies have jellies of this type on the 
market; the one that I have used, with excellent 
results in some stubborn cases, is Propion-Gel. 


Foci of persistent infection should be removed— 
Skene glands are coagulated and the cervix cauter- 
ized or coned. 

Senile vaginitis responds well to estrogenic 
creams until the vagina is re-epithelialized, then 
acid jellies are used once a week until a cure is 
effected. 


Prolapse and Stress Incontinence 


In cases of cystocele or prolapse where for some 
reason operation is either contraindicated or re- 
fused, there are two types of pessary that are espe- 
cially helpful. One, which the patient can insert 
and remove herself, is the Gellhorn pessary. This 
has all of the advantages of the older Menge pessary 
and none of the disadvantages. The newer ones are 
made of a clear, smooth, plastic material which does 
not irritate the cervix or vaginal walls. The patient 
removes it at night, takes a douche, and re-inserts 
it the next morning. We have many elderly women, 
with prolapse or cystocele, who are not in the 
operative category, who have used this type of 
pessary for years with complete relief of symptoms. 

When the patient prefers to have a pessary which 
can be left in and checked in the office every two to 
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three months, the Gehrung pessary, if it can be 
used, is the one of choice. It has the following ad- 
vantages: (a) It derives its support from the rem- 
nants of the levator sling, laterally, thus avoiding 
pressure on the rectum, which, especially in older 
patients, sometimes causes difficulty with normal 
bowel action; (b) it gives broad support under the 
bladder and prevents the descent of the uterus; 
(c) it is very light and, if properly fitted, is hardly 
noticed by the patient. 

In cases of cystocele and prolapse, the patients 
frequently complain of some incontinence of urine 
on sneezing or coughing. The usual procedure in 
these cases, after cystoscopic investigation, has 
always been operative repair, with special sutures 
placed to repair the sphincter and the trigone mus- 
cles. There are, however, several conservative meas- 
ures which should be tried before resorting to oper- 
ation. Kuhnet recommends inserting a Hodge pes- 
sary in reverse so that the curved portion presses 
against the urethra. Kegel recommends progressive 
resistance exercises to strengthen the pubococcy- 
geal portion of the levator muscles. He has invented 
a vaginal bag which is connected to a sphygmomano- 
meter which enables the patient to check the im- 
provement in her muscle tone. This is especially 
helpful in young women with beginning relaxation. 

Rashbaum and Mandelbaum found that false in- 
continence due to irritative lesions of the vesical 
neck and bladder were frequently confused by the 
patient and the doctor with stress incontinence, 
and in some of the cases, both conditions were 
present. The procedure they advise as a therapeutic 
test to differentiate false from true stress incon- 
tinence prior to surgery is as follows: The urethra 
is dilated with graded Hegar dilators from No. 6 to 
No. 9, once weekly. After the urethra has been 
dilated for about five minutes, a topical application 
of 5 per cent silver nitrate solution is made to the 
urethra, bladder neck, and trigone. This may be 
done with or without an endoscope. An attempt is 
made to strengthen the voluntary urinary sphincters 
by having the patient start and stop the urinary 
stream several times during urination. Ephedrine, 
25 mg., is prescribed three times a day, and this 
helps to contract the internal sphincter and at the 
same time depress the contraction of the bladder. 
Of the eighty-two cases of urinary incontinence 
treated, 40 per cent were cured, and an additional 
41 per cent were improved. In twenty-three cases 
which had been operated upon for incontinence 
without being cured, these workers cured eight and 
improved an additional seven by office treatment. 
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Adjustable Finger Splint 


IN GENERAL PRACTICE, One sees many minor finger 
injuries for which some simple type of mechanical 
protection is desirable. There are various types 
of plastic or aluminum gutter-type splints. These 
are not usually of an easily adjustable nature 
once applied. Some require an assortment of 
sizes for both right and left hand to secure a good 
fit. There is another type of protective splint 
made of metallic strips riveted in the form of a 
cross which may be bent to fit the tip of the finger. 
However, the problem has been to obtain a more 
comfortable, attractive, and inexpensive device 
which will permit the patient to maintain maxi- 
mum use of his hand. With this object in mind, 
the following unit has been constructed. 

The splint consists of two members having 
their inner ends juxtaposed and forming an ex- 
tensible splint to fit fingers of different lengths. 
The splint is adjusted and secured in position by 
tightening two nuts. The proximal member is 
formed as a crutch to bear on the palm and inter- 
digital spaces. The distal member of the splint 
contains a screw mounted in a boss to provide an 
adequate means of adjustable longitudinal trac- 
tion. 

Traction is by means of a screw eye and a 
traveler having a flange on the inner edge to pre- 
vent rotation of the traction. If used as a protec- 
tive device only, the traveler and screw are easily 
removable (See photograph). 

The indications for the use of this splint are 
essentially those which are well known for splint- 
ing in general. These are (a) to promote post- 
operative healing, (b) to protect the part from 
additional trauma, (c) to maintain position, (d) 


to immobilize for infection, (e) to maintain align- 
ment of bone fragments, (f) to aid in the correc- 
tion of deformities. 

The advantages of this splint are as follows: 
(1) Ease of manufacture and the low cost in- 
volved. (With a little patience and experience, 
this splint can be constructed by one’s self for the 
price of a package of cigarettes.) (2) The possi- 
bility of use of the same splint on a number of 
different patients and the adaptability of the 
splint to the fingers of either hand. (3) The pos- 
sibility of the use of a standardized device of 
lightweight (one ounce) material. (4) Malleabil- 
ity of the material permits molding for flexion or 
extension of the digits. (5) Good protection for 
finger tip injuries. (6) Good protection for repairs 
of the posterior tendon. (7) Ready observation of 
the circulation. (8) Minimal interference with 
x-ray studies. 

The disadvantages of this device are obvious in 
that extremes of tension feasible are somewhat 
limited. Prolonged use of this splint, as in the use 
of all splints, may cause a tendency toward stif- 
fening of the joints. Another disadvantage is that 
extreme degrees of flexion are not practicable. 
The latter is not considered to be a major con- 
sideration, because of the danger from resultant 
pressure to articular cartilages and the excess 
strain on capsular ligaments which accompanies 
the use of extreme degrees of flexion. 

A simple, lightweight, adjustable traction 
splint has been described. It is felt that this inex- 
pensive splint with its many advantages will be of 
service to physicians dealing with injuries and 
fractures of the fingers. 
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Creatment of Acute Spinal Cord Injury 


BY L.W. FREEMAN, 
Indiana University Medical Center, Indianapolis 


Every physician must be cognizant of the methods of handling patients with acute injuries of the spinal cord. 
Additional cord damage may result from improper transportation; for cervical cord injuries the patient is 
carried face-up, for dorso-lumbar injuries, face-down. Modern definitive and supportive treatment has altered 
the formerly hopeless prognosis of severe cord injury—a survival rate of more than 97 per cent has been 


achieved. 


‘TRAUMATIC injuries are a constant challenge to the 
practitioner of medicine. None is more distressing 
than cord injury resulting in paraplegia, with pa- 
ralysis of sensation, locomotion, bowel and bladder, 
and sexual function. The gravity of spinal cord in- 
jury is emphasized by the fact that until quite re- 
cently, these patients were considered to have a 
hopeless prognosis. Urinary sepsis, decubitus ul- 
ceration, and severe flexor spasms were some of the 
complications which caused the early demise of al- 
most every patient. However, the antibiotics, tidal 
drainage, blood transfusion, techniques of rehabili- 
tation, and other developments have brought about 
a complete change in the outlook for these patients. 
Thus, for approximately 800 patients treated by the 
author, there has been a survival rate of more than 
97 per cent, with a reasonable expectation that few 
more deaths will occur as a result of paraplegia 
alone. It is the purpose of this communication to 
outline the phase of treatment which involves the 
general practitioner. 

An unconscious patient or a patient complaining 
of back or neck pain should be treated as though he 
had suffered injury to the spinal cord. In this way, 


many patients with combined injuries may be spared 
the complete transverse traumatic myelitis which 
may be imposed upon them by over-solicitous at- 
tendants at the site of accident. It is difficult to 
estimate the number of patients who have had an 
initial insult exaggerated by improper early hand- 
ling. Enough such cases are now on record to make 
it necessary to stress the importance of careful hand- 
ling of accident victims. 

Fortunately, most patients with injury to the con- 
tents of the spinal canal are conscious. Questioning 
will usually bring out the presence of paralysis and 
loss of sensation. This can be verified by pinching 
the skin to establish the probable level of the lesion. 
The exactitude of this initial neurologic survey 
may be of little value in the court room, but it 
should permit one to decide what special methods 
for transportation are required. One should never 
give morphine or its substitutes to these patients, 
for they tolerate such drugs poorly; morphine also 
makes subsequent evaluation and treatment more 
difficult. 

Diving into shallow water, vehicular accidents, 
and falls are the commonest causes of injury to the 
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spinal contents. The most frequent sites of injury 
are the mid-cervical and dorso-lumbar areas. 

If the patient can move his arms and not his legs, 
he has injury to the thoracic or lumbar spinal cord 
or cauda equina. He should be moved “in one 
piece” without change in the vertebral alignment. 
To accomplish such a removal may require the ut- 
most ingenuity. Boards, sticks, rolled newspapers, 
overcoats, blankets, or other similar items can be 
utilized to achieve this end. The patient must never 
be transported in a sitting or semi-reclining posi- 
tion. The only acceptable position is fully extended 
with the face down (Figure 1, C). This position of 
natural extension may be sufficient to give bony re- 
alignment. The bone injury is distinctly secondary 
to the neural damage and should receive only minor 
initial consideration. 

When the arms are also involvec, the injury is to 
the cervical spinal cord. The most convenient 
method for immobilization of the head and neck is 
the Lewin neck-splint, which is no more than a 
tapered roll of heavy cloth. Any cloth can be used as 
a substitute, wrapping it around the neck continu- 
ously until the bundle comes to the jutting end of 
the chin. If the neck is in a flexed position, careful 
traction should be used, with a slow pull to an ex- 
tended position before application of the cloth 
splint. The patient needs someone to prevent flex- 
ion or rotation during movement and transporta- 
tion. He should be transported recumbent in the 

face-up position (Figure 1, A and B), and might 
need a blanket or coat under the shoulders to insure 
slight extension. In an occasional case, vomiting 
may require a face-down position. 


On Admission to the Hospital 


If possible, word should be sent ahead to the 
hospital, indicating the probable time of arrival. It 


is important to handle the situation as the direst of 
emergencies, for the spinal cord does not usually 
recover from the effects of prolonged compression 
by bone or blood. Many patients benefit from an 
immediate laminectomy; this emphasizes the im- 
portance of having someone available to perform 
this operation shortly after admission of the patient 
to the hospital. It is imperative that catheterization 
of the bladder, using aseptic technique, be carried 
out at once. A note should be kept of the amount of 
urine obtained, and the urine should be examined 
for blood to detect direct injury to the urinary 
tract. The catheter should be anchored and should 
not be larger than a 16-French. 

Under personal supervision of the physician, 
preferably without moving the patient from the 
stretcher, roentgenographic examination of the 
probable site of injury is the next step. In the in- 
terim, a rather complete physical examination 
should be made. The blood pressure is usually low, 
but one should not be misled into making a diagno- 
sis of shock on this finding alone. Surgical or trau- 
matic shock is almost never present in uncompli- 
cated spinal cord injury. Many patients have been 
denied possible surgical benefits because of a mis- 
taken diagnosis of shock, based solely on the find- 
ing of a low blood pressure without the more es- 
sential signs of shock. 

Personal experience indicates that immediate 
laminectomy and débridement, or other procedures 
dictated by the findings at operation, are desirable. 
On the other hand, experience in this procedure is 
mandatory, for it requires little in the way of opera- 
tive trauma (Figure 2) to produce an irreversible, 
complete paraplegia. Mere inspection of the trau- 
matic site offers little more than does blind manipu- 
lation—which is often worse than no treatment at 
all. 

Closed manipulation for bony realignment has no 
place in the treatment of spinal cord injury. This 
statement requires elucidation. Many patients with 
good bony alignment never have return of function, 
and conversely, many who have poor bony align- 
ment show return of function. It is merely a ques- 
tion of whether the spinal cord has sufficient room 


Figure 1. The patient with cervical spinal injury 
should be transported face-up (A) with the neck 
slightly extended, and with the head supported (B) to 
prevent rotation. In some patients, it is necessary to 
elevate the shoulders slightly. Those with injury to the 
dorsal (C) or dorso-lumbar area should be trans- 
ported in the face-down position. 
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Figure 2. Laminectomy, presented in diagrammatic 
form, showing one hazard (A) of rongeuring the bone 
by inserting the tip of the rongeur beneath the laminar 
edge. The spinal cord is pushed upward and the 
laminar edge is tilted, providing no room whatsoever 
for any instrument. In B, the correct approach is 
shown. The dorsal processes and laminae must be 
nibbled away from above, without touching the unex- 
posed contents of the spinal canal. 


within the spinal canal and is not entered by bony 
spicules or compressed by protruded intervertebral 
disc material. Roentgenograms fail to give complete 
evidence as to the degree of neural damage and 
should not be relied upon for prognosis. One need 
only reduce one fracture-dislocation under direct 
vision and control to understand how easily manip- 
ulative trauma might aggravate the initial injury. 
Furthermore, the mere fact that spinal fluid will 
flow from a small bore needle inserted into the 
spinal subarachnoid space below the level of the 
lesion means no more than that there is at least that 
large a passage for the flow of spinal fluid. It gives 
no information about the situation at all points in 
the circumference of the lesion. Complete spinal 
fluid block means that the space remaining in the 
spinal canal is too small. This results only rarely 
from bony encroachment alone. It can result from 
pressure by protruded intervertebral disc material, 
ligamentum flavum, muscle trapped in recoil, extra- 
or intradural blood, pulpified cord tissue, edema of 
the cord, rupture of the dura, or some combination 
of these with the bony displacement or bony spi- 
cules. 

Some exceptions to this firm view must be pre- 
sented. In the lower lumbar region, only spinal 
nerve roots are present, and closed manipulation 
stands little chance of adding damage. On the other 
hand, injury to spinal nerve roots is similar to peri- 
pheral nerve injury and should be treated as such. 
Newer procedures allow suture of severed spinal 
nerve roots. Successful suturing with functional re- 
turn has been observed in animals in the author’s 
laboratories, and one may anticipate that similar 
results will follow the use of these techniques in 
humans. Debridement of blood and foreign tissue 
alone, with closure of dural tears, prevents the 
scarring which so frequently removes all possibility 
of functional return. Therefore, even in the lumbar 
area, there may be little place for closed manipula- 
tion. 
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The cervical canal is quite ample in area, and dis- 
placement alone must be extensive to compress the 
spinal cord. The injury has usually taken place 
with the neck in extreme flexion, and the resting 
position of the adjacent vertebral bodies may give 
little hint as to the severity of the trauma. When the 
initial trauma has been slight—as, for example, in 
most football or shallow diving injuries—the posi- 
tion of the bodies may well represent the full extent 
of their excursion. No blanket policy can be de- 
scribed for traumatic myelitis in any region and less 
so in this one. However, by and large, it is almost 
imperative, even in the absence of obvious bony dis- 
placement, to apply skull traction, with the head 
slightly extended. This is carried out most satisfac- 
torily with Crutchfield tongs, or with some variation 
of this device. These are readily placed under local 
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anesthesia by any physician (Figure 3), and every 
physician should familiarize himself with one of the 
methods. The only precautions necessary are to 


avoid piercing the inner table of the skull and to 
avoid placing the holes over the motor areas of the 
brain—which roughly lie straight above the ears. 
The weight applied at the start should be about 
eight pounds, and should be gradually increased 
over hours or days, according to individual toler- 
ance, until bedside roentgenograms show good 
bony alignment. The apparatus should be arranged 
to allow frequent turning of the patient. Unless re- 
covery of function is noted very soon, further 
therapy may be required. It is improper to ask the 
general practioner to carry the responsibility of care 
beyond the time when consultants are available. The 
patient should be turned “‘all in one piece” at two- 
hourly intervals, day and night. His head should be 
supported to prevent rotation, and the head of the 
bed must be elevated for effective counter-traction. 
Halter traction is undesirable except for short 
periods, since the chin is immobilized and is subject 
to severe ulceration from the chin strap. 

In the past, laminectomy carried such a high 
mortality that it had fallen into disrepute as a pro- 
cedure of choice in acute traumatic paraplegia. 
Actually, the patient with uncomplicated spinal 
cord injury is an exceptionally good surgical risk, 


Figure 3. Placement of tongs for skeletal traction in 
injury of the cervical spinal canal. The head is com- 
pletely shaved, prepared with antiseptic solutions, and 
draped. One per cent procaine solution is injected 
down to the skull at the points where the tongs reach 
when they are fully extended. They should be placed in 
a line behind the ears. One-inch incisions are made to 
the skull and mastoid retractors are placed. The 
periosteum is scraped aside and a Y%4-inch drill hole 
is made through the outer table only. Caution is 
needed that one does not drill right on into the brain. 
The tong tips are inserted in the holes and they are 
tightened in place. An interrupted suture in the galea, 
and one or two in the skin will provide closure. Light 
dressings are applied and the tongs are connected to a 
light cable or rope running over a pulley to an eight- 
pound weight. 


provided that the patient is arranged on the operat- 
ing table for his comfort and not for that of the 
surgeon. Local anesthesia coupled with “vocal 
anesthesia” is the only really safe anesthetic agent, 
and imposes added gentleness—so necessary in 
these cases. A slam-bang laminectomy has no place, 
and the author has been a witness to dire conse- 
quences of faulty technique by flashy surgeons. 
Adequate blood replacement is mandatory. Cervical 
laminectomy is best conducted with skull traction 
in place. The Stryker turning frame is the simplest 
device for supporting the back. It is equally useful 
after laminectomy or in non-operative treatment. 
Carefully padded half-shells, blanket rolls located 
at the fracture site and placed beneath the mattress, 
or the bend in a surgical bed may be used to insure 
extension when the turning frame is not available. 


Subsequent Treatment 


Assuming that definitive treatment has been car- 
ried out, or that consultation is being awaited, the 
next steps are as follows: 

Care of Bladder. An anchored catheter or Foley 
catheter with a five cubic centimeter bag, 16-French 
or less, was inserted on admission. By and large, 
tidal drainage is the best method of assuring func- 
tion of a neurogenic bladder. A simple and reliable 
apparatus has been devised by the author (J/.4.M.A., 
140: 954, 1949). Cystometric examinations should 
be conducted at least daily to take full advantage of 
the system. An alternate system utilizes a Y-tube 
and a Baumrucker clamp, which permits fluid to 
flow into the bladder only when the spring is pressed 
and permits flow of urine and solution to the waste 
bottle when the spring is released. Not more than 
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400 cc. of fluid should be instilled at a time, but this 
should be done every two hours, night and day. 
Zephiran solution (1:10,000) is a satisfactory irri- 
gating solution. Catheters should be changed at 
least once a week, and the meatus should be 
cleansed several times daily with Zephiran. Decision 
to abandon the catheter is best left to the urologist. 

Care of Bowels. An enema should be administered 
every two days. It is important that the rectum be 
examined for residual feces after each enema. 
Shortly after injury there may be an ileus, which 
may lead to severe respiratory embarrassment. This 
usually responds well to Prostigmine or Pituitrin. 

Care of Skin and Extremities. Nursing attention 
reaches its acme in the prevention of decubitus ul- 
ceration. The sheets must be kept clean, smooth, 
and dry. The patient must be turned at least every 
two hours, night and day. No compromise should 
be countenanced. The sheets should not be allowed 
to touch the toes. In the supine position, pillows 
should keep the knees separated and flexed to about 
15 degrees, with the feet supported at right angles. 
This same relative position should be maintained 
when the patient is prone. On either side, the knees 
and ankles should be flexed and separated by pil- 
lows. In quadriplegias, the hands and wrists should 
be kept in a position of function, the forearms 
largely pronated, and the elbows extended beyond 
90 degrees. Daily baths which include the perineum 
must be given. All joints of the extremities should 
be carried through a full range of motion several 
times a day. As a rule, a plaster cast should not be 
left in contact with anesthetized skin for an ex- 
tended period of time. 

General Care. Unless the patient is extremely 
obese, a high protein, high caloric diet is essential. 
Hemoglobin determinations should be done every 
two days for the first two weeks, and weekly there- 
after, until a stable situation is reached. Whole 
blood transfusions should be given to keep the 
hemoglobin at or above 14.0 grams per cent. Gen- 
eral hygiene should not be neglected. Rest can be 
promoted with barbiturates in the young, bromides 
in the aged. No morphine or allied drugs should be 


given at any time, for pain is rarely severe. When it 


Figure 4. Urologic complications in paraplegia. All 
are common and should be suspected whenever fever is 
present. Prompt recognition and treatment are neces- 
sary. The best precautionary measure is oral fluid in- 
take of at least 4,000 cubic centimeters daily combined 
with a small catheter and tidal drainage. 
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is, it requires surgical correction, for these patients 
are easy prey to drug addiction. 

Psychologwal Care. No single person can accom- 
plish as much in having the patient accept his 
physical status as can the family doctor. At the 
earliest possible moment, the patient should be 
given a frank appraisal of his injury. No false hopes 
for recovery should be given. If functional recovery 
is not well on its way after six weeks, it is unlikely 
to come at all. At the same time, however, it should 
be made clear that a relatively normal, active and 
productive life is possible. One can use the hun- 
dreds of rehabilitated veterans from World War II 
as an example. The family also needs this frank 
approach. Without it, they may go to unnecessary 
expense searching for a will-of-the-wisp cure. 


Complications and Their Treatment 


Urotocic (Figure 4) 
Balanitis and Phimosis. These are rare but will 
usually respond to cleansing and hot moist applica- 


Perinephric Abscess 
Pyelonephritis 


Cystitis 


Reflux of Urine 
Prostatitis 


Epididymitis 


Urethritis 


Balanitis and Phimosis 
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tons. If response is not prompt, a dorsal slit should 
be made, followed by circumcision when the acute 
swelling is gone. 

Epididymitis. This is common when large-sized 
catheters are used and results from the inability of 
bacteria-containing urethral secretions to exude. 
Early, there is fever, leukocytosis, and lower ab- 
dominal rigidity. In patients with low lesions, there 
may be right lower quadrant pain. This leads to the 
mistaken diagnosis of appendicitis. Very soon, 
swelling of the part will be found. Elevation, hot 
compresses, and penicillin will resolve most. If ab- 
cess forms, it must be incised and drained to pre- 
vent a urethro-cutaneous fistula. 

Cystitis. This is present within hours after inser- 
tion of a catheter but remains sub-clinical if scrupu- 
lous attention is paid to bladder care. A fluid intake 
of 4000 cc. per day will usually avoid clinical cystitis. 
The common bacterial contaminants are urea-split- 
ting organisms, rendering the urine alkaline. Acute 
flare-ups are frequently associated with Gram-posi- 
tive organisms, and the response to penicillin is 
good, but terramycin and aureomycin are more 
generally useful. Prophylactic doses of sulfonamide 
drugs may be used with the usual precautions. 

In neglected cases, alkaline encrustations form. 
For these, Solution G of Suby and Allbright (citric 
acid, 32.25 Gm.; magnesium oxide, 2.92 Gm.; and 
anhydrous sodium bicarbonate, 3.84 Gm., per liter 
of distilled water) will clear up the difficulty in a few 
days, but its continued use will sometimes lead to a 
chemical cystitis. 

Pyelitis, Pyelonephritis, Pyonephrosis, and Perine- 
phric Abscess. These occur more or less in order when 
a diagnosis is not arrived at promptly. Pyelitis oc- 
curs either as a result of ureteral plugs of crystals 
or debris, or from an ascending infection. In the 
latter instance, recovery is prompt with proper 
treatment. Delay in diagnosis leads to ureteral 
plugging, and the progression to parenchymal in- 
volvement follows. Diagnosis is based on fever, 
leukocytosis, nausea and vomiting, and rigidity in 
the flank. In patients with muscular spasticity, it is 
best to do the examination with the patient prone. 
Both flanks are examined at the same time, and 
pressure is applied continually until the spinal re- 
flex spasm of the muscles has relaxed, leaving the 
residual spasm due to local irritation. Immediate 
treatment consists of intravenous fluids (4,000 cc. 
daily by slow drip) and antibiotic therapy. If fever 
continues for more than twelve hours, it is likely 
that a ureteral plug is present. A flat plate of the 
abdomen may reveal a ureteral calculus. Passage of 


a ureteral catheter will usually displace the plug 
and bring about a prompt resolution of the infec- 
tion. Once the infection has advanced to abscess 
formation, incision and drainage are the only re- 
course. 

Urinary Tract Calculosis. Bedrest brings a tremen- 
dous increase in the excretion of calcium. This cal- 
cium comes from the long bones and not from the 
diet. Thus, fancy diets are of little benefit in reduc- 
ing this excretion. There probably are many factors 
entering into the formation of a urinary tract cal- 
culus. The paraplegic patient has many of the cir- 
cumstances believed to contribute: stasis, infection, 
and high concentration of calcium. The surest way 
to avoid the most important factor of increased 
calcium excretion is ambulation. In the early weeks, 
this is not possible, and the alternative of very high 
fluid intake must be used. Ideally, since the calcium 
excretion is usually more than doubled, the urinary 
output should be more than doubled. Few patients 
can tolerate fluids in sufficient quantities to reach 
this goal, but most can be urged to an intake of 
4,000 cc. or better. Infection is handled as previ- 
ously outlined, and stasis is combated by elevating 
the head of the bed. Once calculi are found, they 
should be removed as soon as possible. A flat plate 
of the abdomen, taken every month during the 
early months, is the only safe method for the detec- 
tion of calculi. 


INTESTINAL 

The upper intestinal tract is almost always un- 
altered by spinal cord injury. The large intestine, 
however, usually shows a decrease in activity during 
the early weeks. This results in delay in movement 
of its contents and greater absorption of water. The 
stools are thus hard, and without the voluntary 
effort needed to bring about evacuation when the 
material reaches the rectal ampula, fecal impaction 
is frequent. An enema of soapy water given every 
other day will do much toward avoiding difficulty, 
but because of the inability of the patient to properly 
hold the enema, material is often left behind. Thus, 
rectal examination must be done after every enema, 
and remaining material must be removed manually. 
Later, when the patient can sit up, judicious use of 
laxatives and balanced diet may bring about a regu- 
lar, predictable movement. 


DECUBITUS ULCERATION 

Without entering into an academic discussion of 
current beliefs about factors entering into the form- 
ation of a decubitus ulcer, certain points stand out 
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Figure 5. Formation of decubitus ulcers. In A, the lines 
of force are depicted as they act against the trochanter 
in the lateral position. In B, the truncated cone of tis- 
sue destruction is shown. Thus, the external appear- 
ance (C) of the ulcer fails to show the great depth and 
undermining. (Courtesy of Quarterly Bulletin, 
Indiana University Medical Center.) 


clearly. First, few if any ulcers have formed unless 
the patient has been allowed to bear weight in one 
position on a bony prominence for too long a time— 
two hours is the longest allowable time in one posi- 
tion. Second, the time required for this to occur is 
shortened by moisture, cold, resistance of the 
underlying surface, irregularities in the underlying 
surface, reduction in body protein, and trauma. 
Whether the level of the cord lesion alone means 
anything remains to be proved. The loss of skin is 
harmless by itself, but the necrosis usually extends 
much deeper (Figure 5), involving subcutaneous 
fat, fascia, periosteum, and even the bone itself. The 
earliest sign of decubitus ulceration is redness and 
swelling. In some, caught early enough, the skin 
may survive, but subcutaneous tissues undergo 
necrosis, giving a picture like that of an abscess. 

In more advanced ulcers, a cone-shaped block of 
tissue has died. Within several days the area be- 
comes black and the edges demarcate. This area 
should be débrided under sterile conditions at this 
time, and the debridement should include all the 
involved deeper tissues. Complete excision to 
healthy skin is hazardous as a primary procedure 
because bleeding is hard to control. Therefore, a 
second débridement in a few days is required. The 
wound should be packed with fine-mesh dry gauze. 
As often as drainage accumulates, the packing 
should be removed and the wound thoroughly 
cleansed with white soap and water, irrigated with 
dilute hydrogen peroxide, and finally washed with 
1:10,000 Zephiran solution. Repacking with gauze 
is done, and the wound is properly protected by 


sterile covering material. Every effort should be ex- 
tended to avoid the use of adhesive tape on anes- 
thetic skin. When granulations are well formed, it 
is advisable to provide a temporary skin covering 
by the use of small, deep or buried, postage-stamp 
grafts. Later, plastic revision will usually be neces- 
sary (Figure 6). A salient feature of the patient with 
decubitus ulcers is the decreased body protein, re- 
flected by a decreased serum protein. Artificial 
support, such as whole blood or supplemental high 
protein intake, is required, for healing will not take 
place when the nitrogen balance is negative. 

In old, neglected ulcers, the bone is frequently 
infected and aberrant calcium deposits are present. 
These will not respond to anything but complete 
excision and plastic revision. It must be emphasized 
that the best treatment is prevention, and preven- 


Figure 6. Decubitus ulcers. In A, are seen the commonest types and locations of decubitus ulcers as they appear months after devel- 
opment. In B and C are seen the scars following the complete excision and closure of such defects with flaps brought in from adja- 
cent areas. (Reprinted from the Quarterly Bulletin, Indiana University Medical Center.) 
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tion consists of frequent turning at two hourly 
intervals until such time as the patient is able to 
turn himself. The Stryker frame is by far the best 
device available for turning acutely injured pa- 
tients—and for the treatment of decubitus ulcers. 
The use of supplementary vitamins is unnecessary 
if the diet is adequate. 


Pain 

Most patients who have suffered injury to the 
contents of the spinal canal complain of pain (Fig- 
ure 7). In the vast majority, the pain is no more than 
“a dead feeling,” “pins-and-needles,” or some 
similar sensation which is an every-day phenome- 
non even to normal people. All too frequently, dis- 
tress is interpreted as pain and narcotic agents are 
administered. Aspirin is all that is needed in most 
cases. A small number do suffer excruciating pain. 
Usually it is of a burning or stinging nature, which 
varies with emotional content or with the weather. 
Those with injury to nerve roots may have an area 
of hyperesthesia, but no specific therapy is called 
for, since this diminishes with time. Cauda equina 
injury is frequently followed by severe, stabbing, 
sharp pains which come periodically without warn- 
ing. Between attacks, the patient lies fearfully await- 
ing the next one. These patients, as torn by pain as 
they are, should not be given narcotics either, for 
addiction is more difficult to treat than is the pain. 


VAGUE PAIN 
Emotional 
or Psychic 


BURNING on 
ACHING PAIN | 
(Sympathetic) | 
Spinal Cord 


SHOOTING PAIN 


(Somatic) 
Cauda Equina 


Cordotomy, properly performed, is a sure cure and 
should be used without hesitation. 


SPasMs 

After injury to the spinal cord, muscle spasms 
are an almost invariable phenomenon. Their severi- 
ty is dependent in large part on the general well- 
being of the patient. When complications are 
avoided, spasms are usually mild. Severity increases 
gradually to about one year, then levels off to main- 
tain a rather constant pattern. The spasms may be 
extensor or flexor. The former are seen in well- 
nourished patients and patients with incomplete 
lesions, whereas the latter are seen in patients with 
complications and in those who have been posi- 
tioned improperly. Flexor spasms are accompanied 
by adduction and when severe, may make available 
positions for reclining so limited as to bring about 
decubitus ulceration. These ulcers frequently can- 
not be healed until the spasms are abolished. These 
patients require specific neurosurgical procedures 
to convert their paralysis from a spastic to a flaccid 
one. Nerve section, crushing, or alcohol injection 
is used for minor, handicapping spasms. 


AUTONOMIC PHENOMENA 

Many patients, especially those with cervical 
lesions, experience bouts of spastic muscular activ- 
ity, abnormal sweating, goose pimples, headache, 
palpitation, and generalized distress. These bouts 
are most frequently associated with distension of the 
bowel or bladder, but may arise from other stimuli, 
such as irritation of the skin below the level of the 
lesion. The blood pressure may be extremely high 
during these periods. Atropine will tend to diminish 
these difficulties, but in some, it is necessary to do 
an extensive posterior rhizotomy to provide relief. 
Some patients respond well to blocking or section- 
ing of the fourth sacral nerves. 


PsYCHOLOGIC ABERRATIONS 

Being a “hopeless cripple” is not an easy state 
to accept. Without support from the family, the 
doctor, and the community, mental regression is 


Figure 7. Pain in paraplegia. The three major cate- 
gories are depicted. Personality adjustments usually 
correct the vague pains and the sympathetic types. Op- 
erative therapy (usually cordotomy) is required for 
the somatic type. Narcotics should not be administered, 
for addiction almost invariably follows. 
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frequent. The situation is ideal for precipitation of 
latent emotional disturbances. The most surprising 
fact is that, with proper support, the patient can be 
brought to a state of emotional resolution which 
probably surpasses any he might have achieved 
without injury. Sympathy has little or no place in 
treatment. Firm pressure applied with understand- 
ing is necessary for most. Frank psychiatric prob- 
lems require special attention. 


SEXUAL DIFFICULTIES 

Male patients with injury to the spinal cord can 
have reflex erection. To many, this may be satisfac- 
tory. Those with flaccid paralysis are more likely 
not to have erections, or if they do, the erections 
are unsustained. To many patients who have been 
otherwise fully rehabilitated, this is a distressing 
problem. In their minds, the ability to procreate 
becomes the last milestone. Fortunately, increasing 
numbers of these patients are reaching this goal, 
showing the fallacy of generalizations such as that 
which states that atrophy of the testes is invariable 


after spinal cord injury. In the female patient who 
continues to menstruate properly, childbirth is 
possible and has occurred. Sexual urge and satisfac- 
tion appear to be more easily fulfilled in the female. 


General Considerations 


Light-weight, collapsible wheel chairs are avail- 
able, making the paraplegic almost completely in- 
dependent. Automobiles can be fitted with hand 
drive, providing mobility for the patient. Homes 
can be adapted for wheel-chair occupants or can be 
specially built. Schools and businesses have been 
co-operative in accommodating these people. For 
the quadriplegic, special devices can be provided to 
reduce the amount of help required. The task of 
complete rehabilitation is a difficult and expensive 
one, but is well worth the effort. Unfortunately, very 
few facilities are available for the rehabilitation of 
civilian paraplegics. The National Paraplegia 
Foundation is an organization which has devoted 
itself to this problem and to research in paraplegia. 


Present Status of... 


Acute Kadiation Injuries 


A summary of our knowledge about acute radiation in- 
juries in man has recently been reported by Hempel- 
mann (Surg., Gynec. ¢ Obst., 93: 385, 1951). The re- 
port concerns only the ionizing radiations, which dis- 
sipate energy while passing through matter by pro- 
ducing ionization of atoms and molecules. Examples of 
ionizing radiations are x-rays, gamma rays, beta rays, 
alpha rays, and neutrons. The amount of ionization 
produced by each type varies greatly, and the distance 
to which each type of ray may penetrate tissue also 
varies. For example, gamma rays or hard x-rays pene- 
trate deeply, while beta rays expend their effect upon 
the superficial tissues. 

There are several ways in which ionizing radiation 
injuries differ from other traumatic effects. One, the 
tissue response does not occur immediately and may 
be delayed for days or even weeks. Ionization of atoms 
or molecules within the cells leads to chemical changes 
which in turn are responsible for damage and death of 
the individual cells. Usually it is the physical disrup- 


tion of chromosomes which are about to divide that 
seems to be the cause for the death of the cells. Two, 
the damage from ionizing radiation is not limited to 
the surface of the body, but involves deeper tissues de- 
pending upon the degree to which the ionizing rays 
penetrate. Three, there is a selectivity of damage de- 
pending upon the sensitivity of different tissues to 
ionization. Since death of cells is usually a result of 
changes in the chromosomes, it is logical to expect 
that the degree of damage and the rapidity of its ap- 
pearance will vary with the rate of growth in a tissue. 
For example, rapidly proliferating tissues, such as the 
bone marrow and the intestinal epithelium, are the 
most radiosensitive and show the effects of ionization 
quickly; while a resistant, slow-growing tissue may 
show little effect, and then only after a delay of days 
or even weeks. 

In general, two types of acute radiation injury are 
seen. The first is a superficial injury caused by irradia- 

(Continued on next page) 
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tion of a small part of the body with soft ionizing radia- 
tion. The second is a generalized body injury due to 
exposure of a large part of the body to penetrating 
radiation. All forms of injuries between these two 
extremes can occur. 

Acute localized radiation injury, in which damage is 
limited to the skin and subcutaneous tissues, is char- 
acterized by the appearance of an early erythema 
which soon subsides. It is then replaced by more in- 
tense reddening accompanied by swelling of the tis- 
sues. Tissue breakdown progresses slowly, reaching 
its maximum after four or five weeks, and healing is 
even more protracted. Damage to small blood vessels 
aggravates the delay in epithelialization of the wound, 
and the epithelium which eventually covers the in- 
jured area may be so thin and fragile that it must be 
repaired by tissue grafts. When there is only localized 
radiation injury of this kind, the reaction of the body 
is similar to that which occurs after any localized tissue 
destruction. Fever, an increase in sedimentation rate, 
and granulocytosis are observed. It is important to 
note that a fall in lymphocytes does not occur, since 
significant lymphopenia is one of the most sensitive 
indications of radiation damage to deeper structures. 

Acute generalized radiation injury (acute radiation 
syndrome) varies in severity from the rapidly fatal 
case to the case in which there are no subjective evi- 
dences of an ionizing effect and in which the hemato- 
logic changes are the only clue. In general, however, 
acute radiation syndrome is divided into three phases. 
The first is a transient phase characterized by nausea, 
vomiting, diarrhea, and prostration. Following this, 
there is a period of relative well-being, the duration of 
which gives some idea of prognosis—the longer this 
second phase of well-being, the better the prognosis. 

The third, or febrile phase, of the illness appears 
days or several weeks after exposure and has a gradual 
onset. Often the first manifestation is a loss of hair 
from the scalp. Fever, hemorrhages into the skin, and 
diarrhea then appear. In severe cases toxemia becomes 
progressively worse and terminally is associated with 
agranulocytosis, purpura, and extensive anginal le- 
sions of the mouth and throat. In this kind of case, 
death usually occurs before the sixth to eighth week 
after exposure. In less severe cases, convalescence is 
often prolonged, but restoration to a state of apparent- 
ly normal health is the rule. Radiation cataracts may 
develop as late as several years after the exposure. It 


INJURIES — continued 


is important to note that much of the clinical picture 
during this third phase of acute radiation syndrome is 
quite similar to that which follows extensive tissue 
destruction from any cause—for example, a thermal 
burn. In addition, however, the basic response to ex- 
tensive tissue destruction is modified by the effects of 
direct injury to some of the organ systems which have 
undergone the ionizing effect. This is most noticeabie 
in the hematologic changes. Such changes include the 
highly significant lymphopenia which appears quite 
early and may last for several years. Agranulocytosis 
is observed terminally in fatal cases. Anemia is not 
severe unless there has been hemorrhage or other 
injury. Often there is a decreased coagulability of the 
blood resulting from the presence of large amounts of 
a circulating anticoagulant which resembles heparin. 
The presence of this anticoagulant is one of the rea- 
sons for the purpuric manifestations. 


In treatment of radiation injuries, it is important for 
the attending physician to realize that recovery is 
possible in spite of large doses of total body radiation. 
There is no known method of saving cells fatally in- 
jured by radiation. Recovery depends solely on spon- 
taneous regeneration of injured tissues. For this reason 
energetic supportive therapy is the keynote to suc- 
cessful treatment, but it has little value in saving the 
lives of persons exposed to supralethal doses of ra- 
diation. 


The treatment of localized radiation injury involving 
the skin consists in application of bland ointments 
which seem to reduce pain by sealing the area from air. 
It may be necessary to wait for weeks or even months 
before the full extent of the radiation injury is appar- 
ent. Débridement of necrotic tissue may be performed 
periodically. Eventually the use of tissue grafts may be 
necessary in order to fill defects or replace fragile 
epithelium. 


In the management of generalized effects of radia- 
tion injury the use of liberal amounts of antibiotics is 
an important advantage. Drugs like aureomycin and 
terramycin which can be taken orally seem to have a 
special value. At the same time, transfusions of whole 
blood and plasma, complete bedrest, replacement of 
fluids and electrolytes, and good nursing care have 
tremendous importance. Toluidine blue may be used 
to combat bleeding tendencies which are due to an 
excess of the anticoagulant which resembles heparin. 
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Inguinal Hernia in Infants 


BY ALFRED H. IASON, M.D. 
Brooklyn, New York 


There is good reason to stress the obsolescence of the use of a truss in treating an inguinal hernia in an infant. 
Surgical repair early in infancy when the protrusion is small, is definitely a minor procedure; years later it 
may be a major and a serious one. After surgical treatment of 500 cases in patients under 2 years old, 


there was only one recurrence. 


Tue aphorism, “Delays breed dangers,” has special 
relevance to infants afflicted with hernias. Every 
surgeon is familiar with the painstaking care re- 
quired, the parental emotional strain endured ow- 
ing to fear of incarceration, the doubtfulness of 
cure, and the awareness of a genital abnormality— 
in general, with the burdensome effects of truss 
treatment of hernia in infants. This is particularly 
true when there is an associated undescended or 
aberrant testis. The threat of serious sequelae (in- 
carceration and testicular atrophy) of protracted 
and often ill-advised use of mechanical ameliorative 
measures, make early surgical treatment desirable. 
There is reason, too, for great urgency when the 
hernia is associated with one of the following ab- 
normalities: (a) extroversion of the bladder; (b) un- 
descended testis (sac properitoneal) ; and (c) ectop- 
ia testis, in which the hernial sac follows the testis. 


Time of Operation 


The surgical repair, the dangers of which are 
greatly exaggerated, commonly and erroneously is 


deferred until the child is 5 or 6 years old. When 


surgical repair is carried out as soon as the diagno- 
sis is made, there is little or no disturbance in the 
general welfare of the child, especially in feeding. 
An uncomfortable, crying, ill-nourished infant not 
infrequently becomes quieted and comfortable fol- 
lowing surgical repair, which is invariably successful 
and final. 

There is, of course, a divergence of opinion 
among surgeons concerning the propitious time for 
operation; but when the surgical anatomy and non- 
hazardous nature of the surgical measure are kept 
in mind, it is manifest that operation should be 
performed as soon as the diagnosis is made and the 
baby has regained his original weight. The only 
contraindications to the contemplated step are: (a) 
skin infections in the region of the hernia; (b) acute 
general skin conditions; (c) respiratory infections; 
and (d) poor nutritional state. 

Trusses should never be prescribed for the treat- 
ment of hernia in infants and older children. Incar- 
ceration and strangulation in inguinal hernia in in- 
fants have occurred in spite of a truss. Operation 
should be advised regardless of the age of the child. 

An inguinal hernia in a neonatal infant is indica- 
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Figure 1. 


a. Condensation of the 
mesoderm—future testes. 


b. Testes prior to assump- 
tion of globular form. 


c. Various gubernacula which 
guide descent of the testes. 


“Stage at end of sixth month 


d. Testes at the 
deep inguinal ring. 


e. Testes at the subcutaneous 
inguinal ring about the 8th 
month of intrauterine life. 


Ff. Testes in scrotum 9th month of 
intrauterine life showing nor- 
mally closed processus vaginalis. 


g. Completely patent processus vagi- 
nalis causing large scrotal hernia. 


tive of delayed closure of the funiculus; such clos- 
ure normally takes place toward the end of intra- 
uterine life. In infants only about 8 per cent of the 
inguinal hernias are in females. 

The greatest incidence of the consequent hernias 
is on the right side, in the first three months of life. 
Any unusual increase in intra-abdominal pressure 
—as in crying spells—favors the development of 
so-called congenital inguinal hernia (Figure la-g). 


Types and Diagnosis 


There are several kinds of infantile inguinal 
hernias, namely: (1) congenital; (2) funicular; (3) 
encysted; and (4) acquired (Figures 2 and 3). 

The congenital variety, as previously stated, is 
an open processus vaginalis peritonei which does 
not form a ligamentum vaginale. In the funicular 
variety there is a separation of the tunica vaginalis 
from the funicular process. The latter structure 
remains open and incloses the prolapsed intestine. 

A planned examination must be carried out for 
the diagnosis of hernia in an infant. In the inguinal 
variety the investigation begins with an examination 
of the testes—noting particularly whether they are 
in normal position. The inguinal mass may be tym- 
panitic and is likely to gurgle when compressed 
during an attempt at reduction. It is usually opaque, 
but may be translucent. 

The hernia is sometimes found at birth, but 
usually not until the second or third month. It may 
not be readily discovered owing to its minute di- 
mensions. Inspection and palpation of the inguinal 
region usually reveal its presence. Invagination is 
not always a reliable test of the presence or absence 
of a hernia in an infant. What is significant is a 
history of a recurring mass in the inguinal region. 

There are a number of conditions which may 
require differentiation in the diagnosis of congenital 
inguinal hernia. These are: (a) encysted hydrocele 
of the spermatic cord; (b) intermittent hydrocele of 
the tunica vaginalis; (c) undescended or aberrant 
testes; (d) inguinal adenitis; (e) scrotal hernia; 
(f) cyst of the hydatid of Morgagni simulating 
hydrocele. 

In female infants (and older children) the follow- 
ing conditions may simulate inguinal hernia: (a) 
enlarged inguinal glands; (b) hydrocele of the 
canal of Niick; (c) femoral hernia (rare). 

Hydrocele of the canal of Niick closely mimics 
irreducible hernia in which the ovary may be one 
of the sac contents. The two conditions are some- 
times difficult to differentiate. A hydrocele, how- 
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ever, is completely irreducible. It fluctuates and is 
not tender. 


Surgical Treatment 


The main points which differentiate the opera- 
tion for oblique inguinal hernia in infants from that 
in adults are: (a) the hernia is congenital, as a rule, 
and a preformed sac is consequently present; (b) 
there is no weakness in the musculature subjacent 
to, or including, the inguinal canal; (c) the in- 
guinal canal is extremely short—almost non-exist- 
ent—and the anulus inguinalis profundus comes 
easily into view; (d) the inguinal canal need not be 
opened in the course of the repair. 

When the peritoneal sac is of the congenital vari- 
ety it must be divided and removed directly above 
where it becomes reflected over the testicle. The vas 
deferens and other cord structures are always to the 
medial aspect of the hernial sac and adherent there- 
to; the blood vessels always course posterior to the 
sac, which, if small, lies imbedded in the spermatic 
cord. The sac is medial and superior to the cord. 

The sac in the funicular variety of hernia is 
thicker than in the vaginal form and more easily 
stripped from its coverings. It varies considerably in 
size and sometimes extends beyond the anulus in- 
guinalis subcutaneous, or it may even encompass 
the tunica vaginalis. 

Surgery in Male Infants. The initial small incision 


xt. oblique apon. 
nt. oblique M. 


Encusted 
of cord 


Ductus 
deferens 


~ 


. oblique apon. 
int. oblique M1. 

Trans. M. 

Trans. fascia 


Figure 2. a, Normally obliterated funicular process 
of peritoneum; 6b, “congenital” hernia; completely 
patent funicular process; c, encysted hydrocele of cord. 


is begun directly over the inguinal canal and center 
of the anulus inguinalis subcutaneous. It is carried 
upward and laterally, parallel with the inguinal 
ligament, toward the anterior-superior iliac spine. 
The small subcutaneous vessels, particularly the 
superficial epigastric, are caught, divided, and liga- 
tured. The aponeurosis of the external oblique 
muscle comes into view, and the anulus inguinalis 
subcutaneous is identified and brought into clear 
relief. It is definitely unnecessary to divide the 
fibers of the external oblique aponeurosis so as to 


Ligamenturn 
vaginale 


Hudrocele 
tunica 


"vaginalis of 


Figure 3. Abnormalities of the tunica vaginalis. a, Patent funicular process (small hernia)—encysted 
hydrocele of the cord; b, similar to (a) with hydrocele of the tunica vaginalis of the testis; c, hydrocele of 
the tunica vaginalis of the testis. Funicular process completely obliterated, forming the ligamentum vaginale. 
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Figure 4. The inguinal canal in an adult male. Com- 
pare with Figure 5 as to the position of the rings. 


Apon. ext. obliq. m. | 
Transversus m. 
nt. ,obliq._m,| 


Ant. sup. spine 


Interior epig. vessels 


Transversalis fascia 


An. ing. protunds 


Cremaster 


-Cremaster muscle 


Spermatic 
cord 


n. ing. tubercle 


subcutaneous 


Subcutaneous 
ing. ring 


Figure 5. Note that the subcutaneous inguinal ring is 
almost directly superimposed on the deep ring. Neck of 
the sac in infant is easily accessible without dividing 
fibers of the external oblique aponeurosis. For same 
reason repair of the inguinal canal is unnecessary. 


gain access to the neck of the sac, which always oc- 
cupies a position superior and medial to the cord. 
The subcutaneous ring in infants is always directly 
superimposed upon the deep ring; therefore, simple 
division of Camper’s and Scarpa’s fasciae exposes 
the neck of the sac (Figures 4 and 5). The fascial 
envelopes of the spermatic cord, raised from their 
bed, are divided; first, the external spermatic and 


then the cremasteric. The sac, invariably thin, now 
looms through the internal spermatic fascia. It will 
be found closely adherent, especially in long-stand- 
ing hernias, to the superior and medial part of the 
spermatic cord structures. The fascia, together 
with the vas and veins, which are usually more ad- 
herent than the other structures, is now separated 
by blunt dissection with a small hemostat from the 
sac down to its neck. Great care and extreme pa- 
tience are often required in dissection in order to 
avoid tearing the sac at and in the anulus inguinalis 
profundus or deep ring. Equal care is necessary in 
avoiding injury to the vas. 

If the spermatic cord is put on traction and 
“teased out” laterally, the hernial sac, as a rule, can 
be identified by its glistening, grayish-yellow color. 
It always lies superior and medial to the cord. Care 
should be taken not to injure the ductus deferens, 
which is usually adherent to the posterior surface 
of the sac. There is great variation in the character 
of this structure. In the vaginal variety it is always 
thin and closely adherent to the tissues of the sper- 
matic cord. 

The sac, which is usually empty and thin, is 
opened to further identify it as such and to ascer- 
tain whether any intra-abdominal viscus is confined 
therein. The usual hernial content is small in- 
testine. Omentum is not found so frequently as in 
the adult hernial sac. 

It is easier to reduce the contents before opening 
of the sac. It is often advisable, after inspecting the 
interior of the sac for adhesions, to insert the index 
finger and then to brush contiguous areolar tissue 
and the spermatic cord aside while making traction 
on the sac with the finger within it. The sac may be 
twisted so that a high transfixion can thus be ac- 
complished. Firm, but nonviolent, traction is made 
on the sac; the neck, often identifiable by an ac- 
companying pad of yellow, extraperitoneal fat, is 
transfixed as high as possible, and the redundant 
part of the twisted sac is tied and amputated above 
the level of the parietal peritoneum, leaving an ade- 
quate stump to retract into the abdominal cavity. 

The skin is approximated with interrupted su- 
tures, and a small strip of gauze immersed in collodi- 
on is applied as a waterproof dressing. An addition- 
al layer of gauze may be used and held in place by a 
few adhesive strips. 

Occasionally moderate swelling of the scrotum 
occurs due to hematoma formation. This always 
disappears spontaneously. 

Inguinal Hernia in Female Infants. An inguinal 
hernia in a female infant is a relatively rare occur- 
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rence because the ovaries—as intra-abdominal 
organs and the processus vaginalis—are not the 
distinctive features which their counterparts are in 
the male. A preformed sac is consequently not so 
common as in the male child. The relative incidence 
of hernia in male and female children in this series 
is about 30 to 1. 

The canal of Nuck is the analogue of the inguinal 
canal in the male. It transmits the round ligament of 
the uterus and a branch of the uterine artery. 

The small sac is usually pear-shaped. It rests on 
the ventral surface of the round ligament, and the 
fibers of this structure are stretched on its posterior- 
Jateral aspect. The coverings are derived from the 
muscular components through which it passes. The 
branch of the uterine artery which accompanies the 
round ligament passes on the posterior surface of 
the sac. Injury to this vessel at the neck of the sac is 
sometimes difficult to control, because the vessel 
retracts into the extraperitoneal tissues. 

The ovary is the most common content of the sac 
because if the sac is present, the downward migra- 
tion of the peritoneum displaces the lateral attach- 
ment of the ovarian-pelvic ligament. The central 
anchorage of this ligament is to the upper part of 
the ovary and indirectly to the extremity of the 
fallopian tube. It is obvious, therefore, that tension 
on the ovarian-pelvic ligament tends to induce pro- 
lapse of the ovary and tube as contents of the hernial 
sac. If the hernia is massive (which is rarely the 
case), the body of the uterus may become part of it. 

In a right-sided hernia in the female the cecum 
and appendix may be found in the sac. It must be 
recalled that the upper reflection of the common 
urogenital mesentery is in close proximity to the 
cecum ; below, it is attached to the upper part of the 


ovary and the lateral end of the fallopian tube. Part 
of this common mesentery is eventually the ovarian- 
pelvic ligament, which may retain its connection 
with the cecum and involve it in a manner similar to 
the ovary. 

Enlarged glands may be excluded because of their 
position and their history. 

Femoral hernia is excluded because of its rela- 
tionship to the spine of the pubis; the neck of the 
femoral sac lies external to, and at a lower level 
than, the spine. 

Surgery in Female Infants. The operation is based 
on the same principles as in inguinal hernia in the 
male. Sometimes there is difficulty in isolating the 
sac, and the round ligament may be indefinable. 
The anulus inguinalis superficialis is delimited, and 
the sac is separated from its coverings and from the 
round ligament. 

If there is any doubt regarding the presence of a 
hernia on the opposite side, it is best to explore the 
suspect area. Not infrequently a second hernial sac 
is discovered in the apparently normal groin. 


Postoperative Course 


The postoperative course is uneventful, the pa- 
tient being permitted out of bed the same day and 
being discharged from the hospital within a few 
hours. Ether is the anesthetic of choice. If a proper 
procedure has been accomplished, neither atrophy 
of the testicle nor recurrence should result. The as- 
sociation of hydrocele with these hernias is not too 
frequent and simple excision results in a cure. In 
the 500 patients treated surgically, there have been 
only 35 examples of associated hydrocele, and there 
has been only one recurrence of hernia. 


Here’s a Helpful Hint. . . 


THE commonest symptom of cancer of the body or tail of the pancreas is upper abdominal pain, and 
often it is aggravated by lying down and relieved by sitting up. Unexplained peripheral venous throm- 
bosis is sometimes an early clue. (Smiru, B. K., and Atsricut, E. C.: Ann. Int. Med., 36: 90, 1952.) 
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Figure 1. Pleural effusion simulating elevation of dia- 
phragm. Along the right side of the mediastinum the 
effusion simulates a dilated ascending aorta. 


. 


Figure 2. The same patient as seen in Figure 1 after 
thoracentesis. The diaphragm is now clearly seen and the 
paramediastinal fluid is no longer present. 


Pleural Effusions- Usual and Unusual 


Tue typical roentgenogram of pleural effusion 
is quite familiar. Briefly, the effusion, in the 
absence of pneumothorax, first produces a uni- 
formly dense opacity obliterating the costo- 
phrenic angle. The medial border is crescentic 
and extends downward and inward towards the 
diaphragm. As the effusion increases, it extends 
medially over the diaphragm and upward along 
the lateral aspect of the chest. The free margin is 
concave and the density is higher in the lateral 
portion of the thorax than in the medial. In the 
absence of a fixed mediastinum, a large pleural 
effusion displaces the mediastinum toward the 
other side. 

Small collections of fluid may not be seen 
in the conventional upright postero-anterior 
roentgenogram, the effusion being hidden in the 
posterior and anterior costophrenic sulci by the 
liver and diaphragm. Approximately 400 cc. of 
pleural fluid must be present before a density is 
seen in the costophrenic angle. When a small 


pleural effusion is suspected because of clouding 
of the costophrenic sinus, a postero-anterior 
roentgenogram with the patient on his side 
will often disclose a dense or hazy shadow oc- 
cupying the most dependent portion. When the 
patient is supine, the characteristic appearance 
of fluid is no longer present, but the involved 
hemithorax becomes uniformly cloudy instead. 

When air as well as fluid is present, the 
surface is flat. 

The diagnosis of pleural effusion can usually 
be made without difficulty. However, the 
diagnosis is not made so readily when the fluid 
occupies bizarre positions, assumes unusual con- 
tours, and simulates other structures in the thorax. 

The upper surface of a pleural effusion, even 
in the absence of a pneumothorax, may be 
flat or convex. When a convex contour occurs, 
the appearance may simulate an elevated dia- 
phragm, abnormal diaphragmatic outline, or 
even a subphrenic space infection. 
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Figure 3. Left posterior paramediastinal pleural effusion 
simulating pericardial effusion. 


One of the most common atypical pleural 
effusions is located in the paramediastinal 
pleural space. These collections of fluid are 
localized between the parietal pleura, which 
forms the lateral boundary of the mediastinum, 
and the adjacent visceral pleura. An anterior 
paramediastinal pleural effusion is seen as an 
opacity having a well-defined margin parallel 
with the right or left border of the heart, 
giving the impression that the cardiac margin is 
reduplicated. This type of effusion is often 
described as ribbon-shaped. A posterior para- 
mediastinal pleural effusion presents a ribbon- 
shaped shadow running parallel to the vertebral 
column, or a triangular opacity with the base 
resting upon the diaphragm and the apex 
directed toward the hilum. 

In most cases the heart and adjacent para- 
mediastinal pleural fluid are of different densities 
and therefore readily distinguishable. However, 
when the pleural fluid and heart are identically 


GP « May, 1952 


Figure 4. Same patient as shown in Figure 3 after removal 
of the pleural fluid and showing the true heart size. 


opaque, it may be difficult to determine where 
the lateral border of the heart ends and the 
pleural effusion begins. This latter type of 
effusion closely simulates cardiac enlargement or 
pericardial effusion. Oblique and lateral views, 
combined with fluoroscopic examination, dis- 
close the true nature of the findings. 

The x-ray appearance of interlobar effusion 
is determined by the course of the interlobar 
fissure. The density is horizontal, vertical, or 
oblique. It extends from the hilum and appears 
at different levels in the lung fields, depending 
upon the part of the fissure involved. The size 
and shape of the interlobar effusion vary accord- 
ing to the volume of fluid and the compressi- 
bility of the adjacent lobes. The smaller inter- 
lobar effusions are narrow and band-shaped, 
while the larger ones are ovoid or circular. In the 
lateral position, the shadows have clearly defined 
upper and lower borders which are either straight 
or convex. 
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CLINICAL USE OF THE 


ANTICOAGULANTS 


Contra-indications 


There are certain conditions in which anticoagulants 
are dangerous and should not be used. These can be 
listed as follows: 


L 


w 


Hemorrhagic conditions. 

(a) oe bleeding anywhere, e.g., peptic 
ulcer. 

{b) Blood dyscrasias with bleeding tendencies. 

(c) Purpura of any origin. 

(d) Vitamin C deficiency. 


. Conditions where bleeding might be expected. 


(a) Sub-acute bacterial endocarditis, where a cere- 
bral embolus might cause bleeding. 

(b) Recent operations on the brain or spinal cord. 

(c) Recent operations with raw surfaces. 

(d) Open wounds. 

(e) Late pregnancy. 


. Renal insufficiency, especially when dicumarol is 


under consideration. 


. Hepatic insufficiency where there may already be a 


prothrombin deficiency. 


Clinical conditions in which 
anticoagulants are of value 


Thrombophiebitis with or without pulmonary em- 
bolism and pulmonary embolism. 


Arterial embolism 
Frostbite 


Clinical conditions in which 
anticoagulants may be indicated 


Myocardial infarction 

Recurrent embolization from the heart 
Congestive heart failure 

Cerebral arterial thrombosis and embolism 
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Practical Cherapeutics 


ANTICOAGULANT THERAPY 


BY ROBERT P. GILBERT, M.D. 
Northwestern University, Evanston, Illinois 


Tue anticoagulant drugs have opened a vast and 
promising field in the prevention and treatment of 
certain circulatory disorders. To use these agents 
safely and effectively requires a more complete un- 
derstanding of their action and a more careful labo- 
ratory control than is required for most drugs. This 
is because they affect normal processes so pro- 
foundly and because they are usually given to pa- 
tients with more serious disorders. Certainly every- 
one agrees that it is better not to use them at all if 
there is doubt as to the sureness of laboratory and 
patient control. 

The anticoagulants in use teday are of two types, 
differing both in their mode of action and method 
of administration (see fable). Before discussing these 
two types, a brief review of the mechanism of blood 
coagulation is necessary in order to understand 
their separate actions. To intelligently use the anti- 
coagulant drugs, the following basic reactions should 
be recalled: 


(1) Thromboplastin plus prothrombin in presence 
of calcium—+>thrombin. 


(2) Thrombin plus fibrinogen—>fibrin clot. 


The first traces of thrombin produced by reaction 
(1) hasten the change of a labile plasma prothrom- 
bin conversion accelerator to a serum prothrombin 
conversion accelerator which greatly hastens the 
rate of reaction (1) and thereby speeds the produc- 
tion of thrombin. This, in turn, accelerates the 
formation of the fibrin clot. 

Heparin is an acidic polysaccharide of high mo- 
lecular weight. It inhibits the conversion of pro- 
thrombin to thrombin. It also inhibits the action of 
thrombin. If enough thromboplastin is present, it 
can counteract the heparin so that clotting proceeds. 
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The clinical effectiveness of heparin is measured 
by determining the coagulation time. While capil- 
lary tubes are easy to use for this purpose, the 
results are not too reliable because of the admixture 
of thromboplastic tissue juice from the skin punc- 
ture. The capillary tube method has been used, 
however, by some of the foremost men in the field 
and can be used when venipunctures are impracti- 
cal. For clinical purposes the one-tube Lee-White 
method is best. It is performed as follows: 

1. About 2 ml. of blood is obtained by a quick, 
clean venipuncture with a sharp needle, using a dry 
syringe. The time is noted. 

2. The needle is removed from the syringe, and 
about 1 ml. of blood is gently introduced into a 
serology tube without bubbles. The tube should be 
absolutely clean and rinsed with saline just prior 
to use. 

3. The tube is tilted gently every minute until 
the blood no longer flows. The time elapsed from 
the venipuncture until the blood no longer flows 
is the clotting time. Normally this is about five to 
twelve minutes. 


Comparison of the two types of anticoagulants 


Heparin type 


Dicumarol type 


Mode of action _ Inhibits conversion of pro- Inhibits production of pro- 
thrombin to thrombin; inhib- thrombin so that the pro- 
its action of thrombin thrombi tration falls 

Method of meas- Coagulation time Prothrombin time 

uring effect (Lee-White) (Quick one-stage) 

Mode of admin- _Parenterally (see text) Orally 

istration 

Rate of onset Rapid, a matter of minutes Slowly, depending on par- 

of effect when given intravenously ticular drug. Several days 

for Dicumaro! 

Toxic if H hag Hemorrhage 

tation 

Specific treat- Protamine sulfate diluted, Large doses of vitamin K in- 


ment for over- 
dose 


given intravenously 


travenously 
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Administration of Heparin 


Heparin, of course, must be given parenterally. 
There is no ideal method of administration. All 
methods require the determination of coagulation 
time, as the proper dose cannot be predicted in 
advance for any one patient. The following methods 
of administration can be used: 

1. Continuous intravenous administration: After 
first checking the patient’s clotting time to be sure 
it is not prolonged, about 300 to 500 mg. of heparin 
sodium (30 to 50 ml. of the 10 mg. per ml. prepa- 
ration) are added to a liter of 5 per cent glucose in 
water. This is slowly given intravenously starting at 
a rate of about 10 to 15 drops per minute. It must 
be watched continuously and the coagulation time 
should be checked every hour at first. This is obvi- 
ously a cumbersome procedure which requires close 
supervision of the rate of infusion and of the coagu- 
lation time, but which can give a steady prolonga- 
tion of the coagulation time. 

2. Intermittent intravenous administration: After 
determining the coagulation time, and if it is nor- 
mal, 50 mg. of heparin sodium (5 ml. of the 10 mg. 
per ml. preparation) is given intravenously. The 
effect of this first dose should be checked with the 
clotting time every hour. The clotting time should 
not exceed fifty minutes and by three and one-half 
to four hours should be above ten minutes. The size 
of the following dose is gauged by the response to 
this first dose. Thereafter the coagulation time is 
determined with each period, just before the next 
dose is to be given. This technique requires less 
continuous supervision than the steady intravenous 
infusion technique. 

3. Subcutaneous administration of repository 
heparin: Various preparations have been developed, 
e.g., Depo-heparin, which can be given deep sub- 
cutaneously and which affects the coagulation time 
as long as twenty-four hours. These preparations 
are the easiest to administer, but here too, each case 
must be handled individually by watching the coag- 


ulation time. The response of any one patient can- 
not be adequately predicted from the patient’s 
weight, although as a starting dose, deTakats sug- 
gests that about 2 mg. of sodium heparin per pound 
be administered. Subsequent dosage must be gauged 
by the coagulation time at about six, twelve, and 
twenty-four hours after the injection. A maximum 
effect is obtained in about six hours, when a prepa- 
ration without vasoconstrictors is used, and in about 
twelve to eighteen hours when heparin with vaso- 
constrictors is given. It must be remembered that 
sensitivity to heparin can change, and often in- 
creases after the first few doses. After several days 
it should be sufficient to check the coagulation time 
just before the next dose when it should not be 
greater than twenty minutes. 

Work has been published on a new heparin-like 
anticoagulant called Paritol. It is cheaper than hepa- 
rin, but in some patients there are untoward side 
effects, so that it may not be so useful as heparin. 


Toxicity of Heparin 


Heparin as an anticoagulant has the drawbacks of 
difficulty of administration and expense. Its action 
can be followed with a relatively simple coagulation 
time, however, and overdosage can be controlled 
rapidly with protamine sulfate. Certainly if labora- 
tory facilities for prothrombin time are uncertain, 
heparin is the drug of choice. 

Hemorrhage is the only serious toxic manifesta- 
tion of heparin. It can occur when heparin is used 
in the presence of one of the contraindications listed 
below, or from a dose which is too large for the in- 
dividual patient. Treatment of hemorrhage in such 
a case can be carried out as follows: 

1. One hundred and fifty mg. of protamine sul- 
fate diluted with normal saline to 300 to 500 ml. 
should be given by intravenous drip. Serious reac- 
tions can occur if protamine is given undiluted. 
Because the effect of protamine may wear off before 
the effect of heparin, it is essential to follow the 
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coagulation time and to give more protamine as 
needed. 
2. In the absence of protamine, fresh blood trans- 


fusions can be used to shorten a coagulation time 
prolonged from heparin overdosage. 

3. If the heparin has been given subcutaneously, 
the application of icepacks to the site of injection 
will delay its further absorption. 


Dicumarol Type of Anticeagulant 


In contrast to heparin, Dicumarol does not di- 
rectly inhibit the coagulation reaction. Instead, it 
inhibits the production of one essential ingredient 
of the coagulation reaction, prothrombin. Time is 
required for Dicumarol to lower prothrombin con- 
centration to levels where in vivo coagulation is in- 
hibited. Therefore the effect of Dicumarol is a de- 
layed one. Except when Dicumarol has been given 
in doses so large that the prothrombin concentra- 
tion is dangerously low, Dicumarol does not length- 
en coagulation time as determined in glass tubes. 
(It does, however, lengthen the coagulation time 
when this is determined in specially treated tubes, 
and presumably lengthens the in vivo coagulation 
time.) In any event, it has been shown to be an 
effective anticoagulant in the clinical conditions 
where anticoagulants are indicated. 
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Because the main effect of Dicumarol is to de- 
crease the prothrombin concentration of the blood, 
it is necessary to measure the prothrombin concen- 
tration in order to gauge the effect of Dicumarol. 
It is impossible to tell how much Dicumarol to give 
without measuring the prothrombin concentration. 
To give it without knowing the prothrombin con- 
centration is likely to be fatal. 

The prothrombin concentration is measured by 
seeing how long it takes plasma to clot after throm- 
boplastin and calcium have been added to it. The 
less prothrombin present, the longer it takes the 
clot to form. There are numerous ways of perform- 
ing this test. For judging the effect of Dicumarol in 
patients, the Quick one-stage method or one of its 
modifications, is best. The important point is that 
the method used must be done carefully and reli- 
ably. If proper facilities are not available, Dicumarol 
should not be used at all. The precise technique for 
performing the one-stage prothrombin time deter- 
mination and for preparing the reagents may be 
found in any of the standard reference books. 

The results of the prothrombin tests are given in 
seconds. This is compared with the prothrombin 
tests on normal plasma. The number of seconds for 
the normal plasma varies greatly, depending on the 
thromboplastin used and the technique of perform- 
ing the tests. Therefore, for each day’s determina- 
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tion, it is necessary to do a test on control plasma 
from a normal person. By comparing the prothrom- 
bin time of the patient, with that of the normal per- 
son, it is possible to gauge the effect of Dicumarol. 
Usually if the patient’s prothrombin time is kept 
from two to two and one-half times that of the nor- 
mal control plasma, a satisfactory level of prothrom- 
bin to inhibit coagulation is present. For this rule 
to apply, the control prothrombin time should be 
twenty seconds or less. 

Many laboratories give the results of the pro- 
thrombin tests in per cent of normal prothrombin 
present. This is a useful way of visualizing pro- 
thrombin levels. However, the per cent of normal 
prothrombin present cannot be obtained by simply di- 
viding the control prothrombin time by the patient's 
prothrombin time. To do so may be fatal. This is 
obvious from the accompanying chart. 

This shows the various prothrombin times 
obtained as the plasma is diluted with saline. As 
the plasma content of prothrombin is thereby re- 
duced, it can be seen that the prothrombin time at 
first changes very little. Then, as the plasma is 
diluted 40 to 50 per cent, the prothrombin time 
lengthens rapidly, and at 20 to 10 per cent, slight 
changes in prothrombin content produce huge 
changes in the prothrombin time. It is from a curve 
such as this, made by determining prothrombin 
time on various dilutions of normal control plasma, 
that the prothrombin content in per cent of normal 
is estimated by seeing where the patient’s prothrom- 
bin time falls on the curve. When the dosage of 
Dicumarol is adjusted according to the prothrombin 
content in per cent of normal, this should be kept 
at about 15 to 25 per cent. (Note from the chart that 
to maintain a ratio of control to patient’s prothrom- 
bin time of 20 per cent would require the patient’s 
prothrombin time to be five times the control time. 
This is considerably within the danger zone of 
hemorrhage and equivalent to a prothrombin con- 
tent in per cent of normal of less than 5 per cent.) 


Administration of Dicumarol 


Dicumarol is given by mouth. It is impossible to 
give any set rules for administration, as each case 
must be judged separately. The prothrombin time 
must be determined before giving Dicumarol, and 
thereafter it must be determined daily before giving 
each day’s dosage. When the prothrombin time is 
normal, it is usually safe to start with a dose of 
300 mg. Thereafter, 100 or 200 mg. is given, until 
the prothrombin time approaches the range of two 


to two and one-half times the control time. From 
50 to 100 mg. daily is usually sufficient to maintain 
this level. The dose is omitted if the prothrombin 
time increases beyond two and one-half times the 
control time. If it is greater than three times the 
control time for three days, vitamin K should be 
given (see toxicity below). A certain amount of ex- 
perience is required to judge dosage. One must take 
into consideration not only the current day’s pro- 
thrombin determination but also the direction and 
degree of change from the previous determination. 


Toxicity of Dicumarol 


As with heparin, the toxic effect of Dicumarol in 
man consists of hemorrhage and should be treated 
energetically as follows: Vitamin K must be given 
in massive doses, far larger than those used in the 
treatment of vitamin K deficiency. It should be given 
intravenously for prompt effect. The synthetic vita- 
min K’s, such as menadione, are usually effective in 
doses of 60 to 100 mg. The prothrombin time must 
be checked repeatedly, and the vitamin re-adminis- 
tered at intervals of four hours as necessary. 

For a more rapid and prolonged effect, 500 to 
1,000 mg. of vitamin K, in 5 per cent emulsion can 
be given intravenously. Transfusions of fresh blood 
will effect a transient restitution of prothrombin 
levels toward normal. 

Other Dicumarol-like substances have been intro- 
duced. Tromexan (3, 3’-carboxymethylenebis (4- 
hydroxycoumarin) ethyl ester) differs from Dicu- 
marol in that it acts more rapidly and for a shorter 
time. Larger doses are required so that 1,200 to 
1,500 mg. is a usual starting dose, and the daily 
maintenance dose is between 600 and 900 mg. Of 
course Tromexan must be controlled by prothrom- 
bin time in the same manner as Dicumarol. Bleeding 
is watched for and treated in the same way. 

Another Dicumarol-like substance which is given 
in doses one-third to one-half the size required for 
Dicumarol is 4-hydroxycoumarin anticoagulant 763. 
It takes hold more rapidly and lasts a bit longer. 

Phenylindanedione is also a Dicumarol-like anti- 
coagulant which acts more rapidly than Tromexan 
and is given in smaller doses than Dicumarol. While 
the more rapid initial effect of these drugs is advan- 
tageous, their more transitory action makes it harder 
to maintain steady therapeutic lowering of the pro- 
thrombin time. (Tromexan and phenylindanedione 
are to Dicumarol as regular insulin is to protamine 
zinc insulin.) In general, it would seem advisable to 
gain familiarity through experience with one Di- 
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cumarol-like anticoagulant, such as Dicumarol it- 
self, rather than to shift about between various 
drugs. 

When a rapid effect is desired, it is best to start 
with heparin intravenously. Dicumarol can be given 
at the same time and the heparin discontinued when 
the prothrombin time has reached the therapeutic 
level. It is important to remember that the pro- 
thrombin time cannot be accurately measured while 
the coagulation time is greatly prolonged by hepa- 
rin. Therefore, when both substances are being 
used, blood for prothrombin determinations must 
be drawn just before heparin is given, at a time when 
the coagulation time is nearly normal. 


Clinical Use of Anticoagulants 


Contraindications. There are certain conditions in 
which anticoagulants are dangerous and should not 
be used. These can be listed as follows: 

1. Hemorrhagic conditions. (a) Uncontrolled 
bleeding anywhere, ¢.g., peptic ulcer; (b) Blood 
dyscrasias with bleeding tendencies; (c) Purpura 
of any origin; (d) Vitamin C deficiency. 

2. Conditions where bleeding might be expected. 
(a) Subacute bacterial endocarditis, where a cere- 
bral embolus might cause bleeding; (b) Recent op- 
erations on the brain or spinal cord; (c) Recent 
operations with raw surfaces; (d) Open wounds; 
(e) Late pregnancy. 

3. Renal insufficiency, especially when Dicuma- 
rol is under consideration. 

4. Hepatic insufficiency where there may already 
be a prothrombin deficiency. 


Indications for Anticoagulants 
Thrombophlebitis (with or without pulmonary em- 


bolism) and pulmonary embolism. The use of anti- 
coagulants in thrombophlebitis with or without pul- 
monary embolism has been shown to be of great 
value. Not only is there quicker resolution of the 
thrombophlebitis itself, but the sequelae are dimin- 
ished, and the chances of serious pulmonary embo- 
lism are greatly reduced. When pulmonary embo- 
lism occurs from a clinically inapparent source, 
anticoagulant therapy is likewise indicated. It is 
usually best to initiate treatment with heparin in 
order to achieve an early effect. The duration of 
treatment depends on the underlying condition. If 
the patient is immobilized because of a fracture, 
obviously more prolonged therapy will be necessary. 
It is usually safe to discontinue treatment in an 
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ambulatory patient after several days without symp- 
toms or signs of thromboembolism or fever. 

When thrombophlebitis occurs without apparent 
cause, it is important to conduct a thorough search 
for malignant disease, particularly of the pancreas, 
stomach, retroperitoneal area, or lung. In such cases 
the tendency to thrombophlebitis may be most diffi- 
cult to control with anticoagulants. 

Despite this therapeutic advance, death still oc- 
curs from pulmonary embolism, and in at least one 
series the autopsy incidence has declined but slight- 
ly. This obviously reflects the difficulty of making 
the diagnosis of thrombophlebitis or phlebothrom- 
bosis in time to prevent pulmonary embolism. Some 
cases can be anticipated by the alertness of the 
clinician. In other instances, fatal pulmonary embo- 
lism may be the first apparent sign of thrombo- 
embolic disease, particularly when the process starts 
in the pelvic veins. This raises the question of the 
prophylactic use of anticoagulants in patients after 
surgical operations and after delivery. The routine 
use of anticoagulants in such patients is hard to 
justify in view of the low incidence of serious throm- 
boembolism, and the known hazards and expense of 
anticoagulant therapy. However, certain patients 
are more likely to have such difficulties, and in these 
instances the judgment of the clinician may justify 
prophylactic therapy. The elderly, obese patient 
with a previous history of thromboembolism who is 
to undergo major abdominal surgery is the type of 
case in which this should be considered. 

Arterial embolism. In arterial embolism (except 
cerebral arterial embolism) anticoagulants are of 
value in arresting further thrombus formation at the 
site of origin of the embolus. It must be remembered 
that a paravertebral block in a patient with a pro- 
longed clotting or prothrombin time is likely to 
cause serious retroperitoneal hemorrhage. Thus 
heparin is more suitable in such cases because of 
the relative ease with which its effects can be con- 
trolled. 

Frostbite. Heparin may be of value on the basis of 
some theoretical and experimental work. It has been 
reported as beneficial clinically. 


Controversial Indications 


In addition to those mentioned above, there are 
various disorders in which the value of anticoagu- 
lant therapy is still not entirely settled or in which 
certain additional indications should be present to 
justify anticoagulant therapy. 

Myocardial infarction is just such a problem. The 
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main reason for using anticoagulants in myocardial 
infarction is to inhibit the formation of venous and 
intracardiac thrombi which can serve as the site of 
origin for serious or fatal pulmonary or peripheral 
emboli. The incidence of serious pulmonary embo- 
lization varies greatly in different reported series. 
In the well-planned series reported by Wright and 
others, in which alternate cases were treated with 
anticoagulants, the incidence of thromboembolic 
complications was 25 per cent in the control group 
and only 11 per cent in the treated group. The 
mortality was reduced from 24 to 14.9 per cent. 
On the other hand, Russek e¢ al. found a mortality 
rate of only 2.45 per cent in a series of “good risk” 
patients in whom the incidence of thromboembolic 
complications was only 0.98 per cent. In such a 
series, there is obviously no need for anticoagulants. 
Rytand has pointed out some of the statistical difh- 
culties in the study reported by Wright and others, 
so that the question cannot be said to have been 
settled. Feldman and co-workers were unable to 
show any difference in the mortality rate of a treated 
and an untreated group. The incidence of thrombo- 
embolic complications was six in seventy-six un- 
treated cases and four in seventy-six treated cases. 
N. C. Gilbert and Nalefski have shown that Dicu- 
marol and heparin increase the coronary blood flow, 
which should influence the mortality favorably, 
without regard for the anticoagulant effects. 

Certainly the use of anticoagulants in the man- 
agement of acute myocardial infarction cannot be 
regarded as mandatory. In patients who are more 
seriously affected, and beyond doubt in those pa- 
tients who have manifested thromboembolic com- 
plications, heparin and Dicumarol are of value. As 
shown by Bresnick e¢ al., and as emphasized by 
Wright and by others, careful laboratory control is 
essential if the harm is not to outweigh the benefits 
obtainable. The precise indications for the use of 
anticoagulants in acute myocardial infarction re- 
main to be clarified. 

Recurrent embolization from the heart. The use of 
Dicumarol over long periods of time to prevent 
multiple emboli from the heart in patients with 
chronic auricular fibrillation has been carefully 
studied by Wright and by others. While the value 
of this therapy has not been absolutely proven, the 
clinical results are most impressive. The main prob- 
lems concern the selection of patients who are likely 


to have enough future difficulty to justify treatment, 
and then to safely maintain treatment over long 
periods of time. Treatment should be initiated in 
the hospital in order to determine the patient’s 
Dicumarol requirement and to see how well the 
prothrombin level can be stabilized. After two or 
three weeks, the daily prothrombin time determina- 
tions can be cautiously replaced by determinations 
every other day and eventually once weekly. The 
requirements for assuming such a responsibility 
should be an absolutely reliable patient, an abso- 
lutely reliable laboratory, and the previous demon- 
stration of reasonably steady Dicumarol require- 
ments in that patient. The indication for such 
prolonged, expensive, and potentially dangerous 
treatment must be a strong one. 

Congestive heart failure. Several reports have 
shown an apparently beneficial effect of routine 
anticoagulant therapy in patients suffering from 
severe congestive failure. It is well known that such 
patients are more likely to have thrombophlebitis, 
and intracardiac thrombi. The autopsy incidence of 
large and of multiple small pulmonary emboli is 
increased. Often these have not been recognized 
clinically. They constitute one cause of refractory 
heart failure. 

On the other hand, when one considers the large 
number of patients who respond well to appropriate 
treatment for years, the need for routine prophy- 
laxis is at once seen to be nonexistent. Nonetheless 
there are many patients with heart failure who de- 
velop obvious thrombophlebitis or pulmonary em- 
boli, and other severely decompensated patients in 
whom a reasonable suspicion of such complications 
justifies the use of anticoagulant drugs. When Dicu- 
marol is used in these patients, particular caution 
is required, as they are likely to be overly respon- 
sive. Again, the possible benefits of anticoagulant 
treatment in patients with congestive failure must 
depend upon the alertness and judgment of the 
clinician who is following the case. 

Cerebral arterial thrombosis and embolism. The 
use of anticoagulants is contraindicated in these 
cases because of the difficulty in positively ruling 
out cerebral hemorrhage, and the danger of pro- 
moting hemorrhage into an infarct. 


An extensive bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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Cips from Other Journals 


Intrinsic Factor of Pernicious Anemia 


AccorbDING to Castle’s theory, the interaction of an 
intrinsic factor (gastric) and an extrinsic factor 
(food) provides the hemopoietic principle which is 
effective in treatment of pernicious anemia. This 
theory has well stood the test of time. In addition, 
there is good reason to believe that the extrinsic 
factor is vitamin By. The nature of the gastric in- 
trinsic factor has remained a mystery. Now, how- 
ever, Glass and co-workers have shown that a sub- 
stance which originates in the mucoid cells of the 
neck of the gastric glands has physical and physio- 
logic properties like those of the intrinsic factor 
(Science, 115:101, 1952). They call this substance 


**glandular mucoprotein.” 


Localization of Brain Tumors with I"?! 


Cuon, Moore, and Martin believe that radioactive 
iodine (I'*!) can be used for localization of brain 
tumors (Sczence, 115:119, 1952). The first step is the 
administration of Lugol’s iodine solution for several 
days in order to block uptake of I'*" by the thyroid. 
Then the I'* is given by mouth. An hour later a 
scintillation counter is used to detect variations in 
radioactivity over various parts of the skull. In an 
area of brain tumor the counter registers greater 
radioactivity than in the corresponding region of 
the other side. This is not due to greater avidity 
of tumor cells for the I'*', but is merely indicative of 
an area in the brain in which the blood-brain- 
barrier has been disrupted, thus allowing extra- 
vascular diffusion of anions. 


Lipoid Pneumonia 


Most cases of lipoid pneumonia are attributable to 
mineral oil, cod liver oil, milk, and egg yolk. Sev- 
eral cases of lipoid pneumonia in children were due 
to accidental aspiration of kerosene and gasoline. 
Weissman reports an interesting case of lipoid 
pneumonia due to the aspiration of nebulized in- 
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dustrial oil (Am. Rev. Tuberc., 64:572, 1951). The 
patient’s work consisted of air-blasting machine 
parts which had been immersed in oil. The diag- 
nosis was established by examining the sputum 
which, when centrifuged, revealed a greasy film 
floating on the surface. A smear of this film, treated 
with Sudan IV, was positive for fat. 


Am, Jour. Clin. Poth. 
A method for blood culture 


A Method for Blood Culture 


A “cLosep” method of collecting blood for culture 
has been described by Conner and Mallery (Am. J. 
Clin. Path., 21:785, 1951). The apparatus is shown 
in the accompanying photograph which is re- 
produced from the original article. The picture 
shows blood being transferred from an arm vein 
into a rubber-capped flask containing a suitable 
culture medium under vacuum. Conner and Mallery 
mention that the simplicity and compactness of the 
apparatus make it especially useful for taking blood 
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for culture from patients in the home or in the 
physician’s office. In addition, the technique largely 
avoids risk of contamination of the culture medium. 


Metabolic Rate During Sleep 


Rapport, Curtis, and Simcox point out that 
there are occasional cases of thyroid dysfunction 
in which the clinical diagnosis is not possible 
without special tests (J. Clin. Endocrinol. 11:1549, 
1951). Although determinations of the serum 
protein-bound iodine and radioactive iodine uptake 
studies are thought to be more reliable than the 
B.M.R. in thyroid diagnosis, the former tests are 
not available in all localities, and they are con- 
siderably modified when the patient has recently 
been receiving iodine in any form. On the other 
hand, the B.M.R. is a notoriously unreliable pro- 
cedure, mainly because slight emotional stress may 
result in a significant spurious elevation of the 
metabolic rate. It is in apprehensive individuals 
that the differential diagnosis of thyroid disease 
may be most difficult. 

For these reasons the authors of the present 
article have devised a simple office procedure for 
measurement of the metabolic rate while the patient 
is asleep under the influence of intravenous Nem- 
butal. The resulting somnolent metabolic rate 
(S.M.R.) is lower than the basal metabolic rate by 
13 to 15 per cent, on the average. However, in 
individual cases it was apparent that the S.M.R. 
gave a better index of the true metabolic state than 
the B.M.R. This was true mainly because in- 
fluences creating extrathyroidal hypermetabolism 
(mainly anxiety or tension) were controlled. 


Ureterocele in Infants and Children 


“CHRONIC PYELITIS”’ is the most common diagnosis 
in infants and children who are later found to have 
a ureterocele as the cause of their trouble (Camp- 
bell, M., Surg. Gynec. e Obst., 93:705, 1951). 
Ureterocele is a congenital condition in which the 
terminal part of the ureter balloons into the bladder 
because of stenosis of the ureteral meatus. Fre- 
quently it is bilateral. 

The patients usually have bladder symptoms 
such as frequency of urination, hematuria, dysuria, 
and urgency. In addition there are local and sys- 
temic manifestations of a chronic urinary tract 
infection which is obstinate to treatment. Diagnosis 
depends upon excretory urographic study or direct 
visualization of the ureterocele through a cysto- 


scope. Coexisting congenital anomalies are com- 
monly discovered. 

Treatment consists of excision of the crown 
of the ureterocele through a cystoscope, or of re- 
moval of the entire sac transvesically. Afterward, 
residual problems must be dealt with (persistent 
infection, stones, other anomalies). Outlook for 
recovery is good when curative treatment is em- 
ployed before the ureter and kidney are irreparably 
damaged as a result of back pressure plus infection. 


Thyroid Uptake of I'*' After One Hour 


Stupy of thyroid function by measurement of the 
percentage of I'*! accumulated in the thyroid gland 
is usually done twenty-four hours after administra- 
tion of an oral dose of the I'*, Recently Morton, 
Ottoman, and Peterson have reported that a 
measurement at the end of one hour gives results of 
at least similar accuracy to those at twenty-four 
hours (J. Clin. Endocrinol. 11:1572, 1951). This 
method represents a considerable saving of time in 
the diagnostic test. Furthermore, it is possible that 
the one-hour method will give a smaller percentage 
of cases in which there is an overlap of the results 
for euthyroid and hyperthyroid patients. 


Nitrogen Mustard for Hodgkin’s Disease 


GELLHORN and Collins have treated Hodgkin’s 
disease with a combination of nitrogen mustard and 
x-ray therapy. (Ann. Int. Med., 35:1250, 1951). This 
combination of agents has no apparent advantage 
over x-ray therapy alone as far as duration of life 
and control of symptoms are concerned. However, 
the use of nitrogen mustard reduces considerably 
the amount of radiotherapy which is necessary for 
control of the disease. The combined therapy there- 
fore has two important advantages: (1) Patients are 
asymptomatic for longer periods during the course 
of their disease than when x-ray therapy alone is 
used, and (2) the economic burden of the disease is 
less. 


Radioactive Gallium 


A PRELIMINARY report on the medical uses of radio- 
active gallium has recently been published by Lang 
(Ann. Int. Med., 35:1237, 1951). Earlier pharma- 
cologic studies with animals had shown that this 
rare element tends to become localized in large 
amounts in the bones. For this reason the first 
clinical studies with a radioactive isotope (gallium 
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72) have been concerned with patients having 
malignant neoplasms of bone. 

Lang reports that tracer studies with gallium 72 
may have considerable value in the diagnosis of 
metastatic carcinoma of bone. The radioactive ele- 
ment is deposited in the neoplastic lesions in larger 
amounts than in surrounding normal bone, and this 
fact is, of course, detectable by means of a Geiger 
counter. It is believed that this diagnostic method 
may afford a technique for recognition of metastatic 
cancer earlier than x-ray study. The author believes 
that radioactive gallium may also have an important 
palliative effect in prolonging life and in relieving 
bone pain and other distressing symptoms. 


Eczema Vaccinatum 


Espun has reported a case of eczema vaccinatum 
and has reviewed the clinical features of this rare 
disease (Ann. Int. Med., 35:1346, 1951). This is a 
form of generalized vaccinia which develops in a 
person with a pre-existing skin lesion, usually 
eczema, but occasionally seborrheic dermatitis, 
contact dermatitis, etc. The condition follows de- 
liberate vaccination of such a person, or accidental 
exposure to another person recently vaccinated. 

The onset of symptoms comes within a week after 
vaccination or within three weeks after exposure to 
another vaccinated individual. The first develop- 
ment is an exacerbation of the pre-existing skin 
disease. Within a few days, papules appear and 
rapidly evolve into vesicles and later umbilicated 
pustules. The temperature ranges as high as 105°F., 
and fever lasts for seven to ten days. In Esplin’s case 
the administration of aureomycin seemed to shorten 
the course of the illness. The chief reason for re- 
porting the case is to recall to our attention the fact 
that an individual with an extensive eczematous 
process should not be vaccinated against smallpox 
because of the obvious risk of provoking eczema 
vaccinatum. 


Fat Embolism in Head Injuries 


ANOTHER factor to be considered in the already 
complex pattern of differential diagnosis in cranio- 
cerebral trauma has been emphasized by Schneider 
(J. Neurosurg., 9: 1, 1952). Three cases of fat em- 
bolism were presented, resulting from extremity 
fractures, and producing signs of increasing stupor, 
hemiparesis, and convulsions typical of epidural or 
subdural hemorrhage. The author stressed that the 
most important single factor in the diagnosis of fat 
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embolism is awareness that it can and often does 
exist in mild as well as severe traumatic cases. The 
severity of fat embolism is not directly proportional 
to the degree of tissue injury, fatal cases having 
been reported following relatively slight trauma. 
The disease may be characterized by tachycardia, 
hypotension with rising venous pressure, and a 
sudden onset of dyspnea, cough, and cyanosis sug- 
gesting bronchopneumonia. Cerebral signs may 
consist of increased restlessness, loss of sphincter 
control, and deepening coma. Aphasia and hemi- 
plegia may be present, but in general the evidence 
is for diffuse involvement of the central nervous 
system. Fat droplets may appear in the sputum 
within thirty-six hours, and they are present in a 
catheter urine specimen in about 80 per cent of 
patients within two to six days. The eye grounds 
may show hemorrhage or exudate, but fat droplets 
are rarely seen. Fat droplets may occasionally be 
seen in venous blood on dark-field examination. 
Petechiae sometimes appear over the chest, base 
of the neck, and upper extremities from twelve 
hours to approximately three days after injury. 

The author stressed that when definite differentia- 
tion between fat embolism and epidural or subdural 
hemorrhage cannot be made, burr hole exploration 
should be carried out. There is no special treat- 
ment for fat embolism, except prophylaxis by 
proper splinting of fractures, adequate suctioning 
to remove pulmonary secretions, oxygen adminis- 
tration and possibly venesection in cases of acute 
cardiac failure. Although the prognosis is grave, 
two of Schneider’s three cases recovered. 


Intestinal Decompression Tubes 


ALTHOUGH the use of long intestinal decompression 
tubes has been effective in reducing greatly the 
mortality rate in intestinal obstruction, it has cer- 
tain disadvantages. One of these is the development 
of intussusception from the pleating of the small 
bowel on the tube. Although usually such intus- 
susception has been reduced entirely after the tube 
is removed, the danger of true intussusception is 
always present. 

Cantor and his associates studied the effects of 
various lengths of tubing, by passing them down 
the intestinal tracts of patients, and later studying 
the effects upon the bowel wall at operation (Am. J. 
Surg., 82:697, 1951). Different lengths of tubes 
were also threaded down the small bowel of 
autopsy specimens. The rate of passage of the head 
of the tube varied with the degree of peristaltic 
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activity. It was slow in long-standing cases of ob- 
struction, when atony of the bowel was present, 
but rapid in acute mechanical obstruction accom- 
panied by hyperperistalsis. The position of the 
head of the tube, as determined by x-ray, was ex- 
tremely variable regardless of the length of tube 
down the bowel. Under constant conditions of 
peristalsis, the shorter the length of tube down the 
bowel, the tighter the plication of bowel about it, 
and the greater the impairment of peristaltic 
activity. With increased degrees of plication, intus- 
susception was more common. The ten-foot-long 
tube resulted in the least interference with the 
normal physiology of the intestine. 

The authors conclude that six to ten feet of tube 
should be used in most instances of obstruction, 
preferably ten feet if it is to remain in the bowel 
for any length of time, or is to be used for feeding. 
They emphasize that the tube should not be forced 
down faster than peristalsis will carry it, for this 
results in looping and knot formation. The tube 
should never be fastened to the face of the pa- 
tient, but should be allowed to move down the 
tract as rapidly as peristaltic activity will carry it. 


Venous Occlusion 


In THE treatment of peripheral vascular disease, in- 
termittent venous occlusion by a blood pressure 
cuff or other apparatus is still being used to increase 
arterial flow to the extremities. Thompson and 
Vane have determined the effect of venous occlusion 
on arterial blood flow in anesthetized cats, by meas- 
uring the blood which entered the external iliac 
artery of an extremity, while occluding the venous 
return (Surgery, 31:55, 1952). Serial radiographs 
of the arterial system of the extremity were also 
taken after the injection of Thorotrast into the ab- 
dominal aorta. To study the problem further, indi- 
vidual veins were clamped with bulldog clamps. 

In all instances, there was a decrease in arterial 
flow during the period of venous obstruction. When 
the venous occlusion pressure was only 30 mm. of 
mercury, the flow was reduced 10 to 20 per cent, 
and with an occlusion pressure of 40 mm., the flow 
was reduced 10 to 30 per cent. Although immedi- 
ately after release of the pressure, reactive hyper- 
emia was observed, this never lasted longer than 
twenty to thirty seconds, and in no instance com- 
pensated for the reduced flow during occlusion. 
Following this reactive hyperemia, the blood flow 
was reduced to the rate before occlusion or even 
further. After clamping of individual veins, the 
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arterial flow was always reduced, in some instances 
as much as 21 per cent. The authors concluded that 
during venous occlusion there is a decrease in the 
arterial supply of blood to an extremity, and that 
there is no persistent increase after its release. 

Their results would also tend to support the idea 
that, in acute peripheral arterial injuries, ligation of 
the concomitant vein offers no protection whatever 
against the development of gangrene—in fact it 
may encourage it. 


Mobilization of Gouty Tophi 


Yu anp Gutman have explored the use of agents 
which increase the excretion of urinary urates 
(uricosuric agents) in the treatment of chronic 
tophaceous gout (Am. J. Med., 11:765, 1951). The 
authors hoped that an increased excretion of urates 
might minimize deposition of urates in the tissues 
and thus prevent further development of the de- 
formities and disabilities of chronic gout. 

Their experience indicates that this may be ac- 
complished by using such uricosuric agents as 
salicylates, carinamide, and benemid. The increased 
urinary urate excretion produced by these drugs is 
attributed to suppression of tubular reabsorption of 
urate. When the uricosuric regimen was fully estab- 
lished, no new tophi appeared over a period of 
months or years of observation. They also observed 
a reduction in size of long-established tophi. Bene- 
mid seemed to offer the greatest promise ; it was well 
tolerated and produced sustained uricosuria. 


Chloroquine for Pulmonary Amebiasis 


Tue usual pulmonary complication of amebic ab- 
scess of the liver consists either of a lower-lobe lung 
abscess or of a bronchial-hepatic fistula, both of 
which develop by direct extension of a hepatic ab- 
scess through the diaphragm. Amebic empyema 
arises in 17 to 33 per cent of the reported cases. 
Hematogenous pulmonary abscesses, independent 
of liver abscesses, also occur. In these cases there is 
hematogenous dissemination of the parasite, pre- 
sumably from the liver through the right side of the 
heart to the lung. 

In the absence of demonstrable contiguity be- 
tween hepatic and pulmonary amebic lesions, one 
must assume that blood-borne dissemination has 
occurred, according to Lindsay, Gossard, and Chap- 
man (Dis. of Chest, 20:533, 1951). These authors 
report a case of amebic abscess located in the right 
upper lobe of the lung, the roentgen appearance 
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being strikingly similar to that seen in moderately 
advanced pulmonary tuberculosis. The patient 
failed to improve following the use of emetine. 
Chloroquine therapy was instituted, and after ten 
days of such therapy there was roentgenographic 
improvement, disappearance of cough, and disap- 
pearance of amebic trophozoites from the sputum. 
The only toxic manifestations observed were tran- 
sient nausea, vomiting, and numbness and tingling 


of the fingers. 


loduron B in Bronchography 


Iopuron B is a water-soluble contrast medium that 
is used in bronchography. It is highly viscous, 
stable, and is rapidly absorbed. The major disad- 
vantage to the use of iodized oil in bronchography 
is its persistence in the lungs for long periods. 
Ioduron B provides good contrast visualization and 
also has the advantage of being completely absorbed 
within twenty-four hours after bronchography. 
Brandenstein has employed this contrast medium in 
twenty-five patients, and records excellent visual- 
ization without any harmful effects (Am. J. Roent- 
genol. 66:769, 1951). 


Steroids for Cancer of the Breast 


OvariAN sterilization has aided in the control of 
breast cancer, just as orchiectomy has helped some 
patients with cancer of the prostate. Because of the 
effect of estrogens on cancer growth, Rosh and 
Green advocate sterilization of young women with 
breast cancers and they carry out this procedure by 
pelvic x-ray irradiation (Radiology, 57 :837, 1951). 

In patients treated with testosterone, hirsutism 
and voice change were frequent. Hypercalcemia was 
a more serious complication of testosterone therapy 
and was treated by intravenous infusions of 2.5 per 
cent sodium citrate and discontinuance of testos- 
terone. X-ray therapy, especially to weight-bearing 
areas demonstrating metastases, was also employed 
for symptomatic relief. 


Primary Lymphosarcoma of Stomach 


Ir Is stressed in a review of nineteen cases of gastric 
lymphosarcoma by Crile and co-authors that a 
tumor of the stomach should never be declared 
“hopeless” until microscopic diagnosis is obtained 
(Arch. Surg., 135:39, 1952). Lymphosarcoma of the 
stomach occurs mainly in middle life, and produces 
symptoms and x-ray findings which are usually in- 
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distinguishable from carcinoma. However, the prog- 
nosis in lymphosarcoma is much better, as shown 
by the fact that thirteen (68 per cent) of Crile’s pa- 
tients were alive and well for an average period of 
five years after operation and x-ray treatment. 


Cerebral Effects of Myocardial Infarction 


A ReEPorT by Cole and Sugarman emphasizes that 
the diagnosis of acute myocardial infarction may 
frequently be masked because cerebral manifesta- 
tions predominate in the clinical picture (Am. J. M. 
Sc., 223:35, 1952). The cerebral effects may take 
the form of syncope, convulsions, hemiplegia, or 
coma, and are the result of diminished blood flow 
to areas of the brain in which blood supply may 
already be compromised because of pre-existing 
cerebral arteriosclerosis. Since the cerebral symp- 
toms commonly interfere with adequate history- 
taking, a diagnosis of myocardial infarction may 
often depend upon routine use of the electrocardio- 
graph in suspicious cases. Suspicion may sometimes 
be heightened when the blood pressure remains low 
in a patient thought to have a cerebrovascular ac- 
cident. Potential mechanisms for association of 
cerebral effects with myocardial infarction are 
shown in the accompanying diagram. 


Potential mechanisms for association of 
cerebral effects with myocardial infarction. 
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Methimazole Treatment of Hyperthyroidism 


Hautman and Bondy report on the use of methima- 
zole (Tapazole) in the treatment of thirty-five cases 
of hyperthyroidism (Am. J. Med., 11:724, 1951). 
This drug proved to be very effective, and the re- 
sponse was more rapid than that observed in pa- 
tients treated with propylthiouracil. Most patients 
responded to five milligrams four times daily; oc- 
casionally as much as forty milligrams a day was 
given. Patients with nodular goiters did not require 
any larger dose of methimazole or any longer treat- 
ment than patients with smooth goiters. This is 
somewhat contrary to the general experience with 
propylthiouracil, which has often proved to be rel- 
atively ineffective in patients with nodular goiters. 
There were no toxic reactions to methimazole. The 
drug was given to two patients in whom toxic mani- 
festations had developed while propylthiouracil was 
administered. In these cases, methimazole was well 
tolerated. 


Antibiotics Ineffective for Shingles 


Aurgomycin and chloramphenicol were found to be 
ineffective in the treatment of herpes zoster, in a 
controlled study by Kass, Aycock, and Finland 
(New England J. Med., 246:167, 1952). Previous re- 
ports were conflicting with regard to the advantage 
of antibiotic therapy of this virus infection. The 
present investigation concerned seventy-two pa- 
tients: twenty-five treated with aureomycin (2 to 4 
Gm. a day) twenty-five treated with chlorampheni- 
col (2 to 4 Gm. a day), and twenty-two controls who 
received one analgesic tablet four times a day. 

In the three groups of patients, there were no 
differences in speed of healing of cutaneous lesions, 
in duration of pain, or in the incidence of post- 
herpetic neuralgia. The authors concluded that 
antibiotic treatment was in no way superior to the 
use of simple analgesic tablets. 


Cation Exchange Resins for Edema 


Cation exchange resins cause the removal of sodium 
via the intestinal tract, and are therefore valuable 
in the treatment of edema. These resins may also 
cause a considerable loss of potassium and calcium, 
with consequent deficiencies of these ions, accord- 
ing to Emerson and co-workers (Arch. Int. Med., 
88:605, 1951). The authors deem it advisable to 
supply extra amounts of both calcium and potas- 
sium if continuous therapy with exchange resin is 


carried out for prolonged periods. They recommend 
the daily administration of 0.5 Gm. of dicalcium 
phosphate and 1.5 Gm. of potassium chloride. 

The excess loss of base from the body during 
resin therapy requires a compensatory increase in 
excretion of acid and ammonia in the urine, in 
order to prevent systemic acidosis. Resin therapy is, 
therefore, contraindicated in patients with renal 
damage of sufficient degree to impair ammonia for- 
mation and the ability to excrete an acid urine. 
When the presence of renal disease is suspected, 
the authors recommend the measurement of urinary 
ammonia as an indication of whether or not to con- 
tinue resin therapy. 


Anomaly of First Branchial Cleft 


A CHILD with a cystic swelling or fistula high in the 
neck may have an anomaly of the first branchial 
cleft. According to Byars and Anderson, the diag- 
nosis would be confirmed when there is an accom- 
panying discharge from the ear, particularly in the 
absence of a perforated eardrum or evidence of in- 
fection of the middle ear (Surg. Gynec. ¢ Obst., 
93:755, 1951). This lesion is much less common 
than similar anomalies of the second and third 
branchial clefts. It consists of a tract or sinus which 
extends from just below the mandible through the 
parotid gland to the external auditory canal. Treat- 
ment is by surgical excision. 


Subclinical Infectious Mononucleosis 


Watson and her co-workers studied an epidemic of 
subclinical infectious mononucleosis with hepatitis, 
in a group of 102 second-year medical students 
(Arch. Int. Med., 88:618, 1951). Clinical manifesta- 
tions were either absent or so mild that evaluation 
of their significance would have been exceedingly 
difficult without supporting laboratory findings. 
Fifty-five of the 102 students had Downey cells in 
their peripheral blood smears at some time during 
the investigation. The Downey cells are atypical 
lymphocytes which are found in this disease. 
Thirty-three of the students had an elevated thymol 
turbidity reaction, and fifteen showed cephalin floc- 
culation reactions of two plus or more. Twenty- 
seven of the patients had a definitely positive 
heterophil reaction, while twenty-eight others had 
a titer which was probably abnormal. 

One of the greatest surprises in these subclinical 
cases was the high number of abnormal thymol tur- 
bidity and cephalin flocculation reactions, and their 
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persistence for long periods. At the end of twenty- —_ ment of duodenal ulcer, and in excluding a diag- 
two months, seven students still showed an abnor- _ nosis of peptic ulcer in patients having symptoms 
mal thymol turbidity test. Since changes in the suggestive of this disease. 

serum proteins have been found in infectious mono- The finding of excessive hyperchlorhydria after 
nucleosis, it is possible that the abnormal cephalin —_an Ewald test meal, in a patient known to have a 
flocculation and thymol turbidity reactions may duodenal ulcer, may be an indication for more in- 
have depended upon these protein abnormalities tensive medical therapy than is customarily em- 


fs rather than upon liver dysfunction. ployed. In a patient for whom surgery is contem- 
* plated, the finding of excessive hyperchlorhydria 
— a a may influence the surgeon’s estimate of the amount 
of stomach to be resected. 
Youne, Izzo, and Platzer have reported on twenty- The amount of acid secreted by the stomach 


eight cases of hereditary spherocytosis (Blood, after a patient has taken caffeine may sometimes 
6:1073, 1951). They prefer this name for a disease _ have diagnostic value. In normal individuals the 
long known in medicine. The synonyms in com- caffeine test meal provokes a sharp, transient stimu- 
mon use—congenital hemolytic jaundice, congenital _lation to gastric secretion. On the other hand, in 
hemolytic anemia—leave something to be desired, _ patients with active duodenal ulcer, the response 
because anemia or jaundice or both may be lacking. __ is sustained for a considerably longer time. The 
In mild cases, demonstration of spherocytes may be __ test might therefore have a differentiating signifi- 
difficult or impossible. Under such circumstances, cance in cases in which the diagnosis of duodenal 
the diagnosis depends upon the finding ofincreased _ ulcer is suspected but not confirmed by good x-ray 
mechanical fragility of freshly drawn red blood cells _ studies. 

and greater than normal increase in osmotic fragil- 
ity of incubated cells. Clinically the only important 
finding is splenomegaly. 

The authors believe that hereditary spherocytosis | Coronary occlusion does not always produce myo- 
can be distinguished from acquired hemolytic cardial infarction; and, conversely, acute myo- 
anemia by the fact that the antiglobulin (Coombs) cardial infarction may occur in the absence of 
test is negative in the former disease and strongly acute coronary occlusion. Miller, Burchell, and 
positive in the latter. When such findings are sup- = Edwards studied 143 cases of acute myocardiai in- 
ported by the discovery of similar hematologic ab- _farction that came to autopsy examination (Arch. 
normalities in members of a patient’s family, a diag- Int. Med., 88:597, 1951). In 66 per cent of these, 
nosis of hereditary spherocytosis is established. acute coronary occlusion was present; while in 34 
After splenectomy, although the anemia and jaun- _ per cent, no recent thrombosis or other form of 
dice are relieved, the abnormalities of red cell fragil- | acute occlusion was seen in any of the coronary 
ity persist. Obviously, therefore, the spleen is not _ arteries. The authors used the term “acute coronary 
solely responsible for the defects observed in the _ insufficiency” to describe this latter group of pa- 
erythrocytes. The authors believe that the spleen _ tients. 


Pathogenesis of Myocardial Infarction 


acts as a filter and trap for the destruction of red In the group with acute coronary occlusion, 
blood corpuscles. there were twice as many men as women, while in 
those with acute coronary insufficiency, the num- 

Gastric Analysis bers of men and women were equal. The average 


cardiac hypertrophy in the patients with acute 
AN Appraisal of the diagnostic usefulness of gastric coronary insufficiency was 70 per cent above normal, 
analysis has been made by Roth and Bockus as compared with 50 per cent for those with acute 
(Gastroenterology, 18:546, 1951). They mention coronary occlusion. Hypertension was more com- 
that persistent achlorhydria after administration mon in the patients with acute coronary insuffi- 
of an appropriate dose of histamine is an essential _ ciency, and previous cardiac decompensation oc- 
diagnostic feature of pernicious anemia. Achlor- curred twice as often in this group. Transmural 
hydria also points inexorably to a diagnosis of infarcts of the left ventricle were seen mainly in 
cancer in a patient known to have a gastric lesion. | the group with acute coronary occlusion. In pa- 
The finding of achlorhydria is also useful in ap- _ tients with coronary insufficiency, the infarcts were 
praising the efficacy of vagotomy used for the treat- predominantly of the subendocardial type, trans- 
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mural infarcts being seen in only 18 per cent of 
this group. Because of the infrequency of trans- 
mural infarcts in the patients with acute coronary 
insufficiency, pericarditis and rupture of the heart 
were found infrequently. In coronary insufficiency, 
although the blood supply to the heart was severely 
compromised, it was not completely interrupted, 
as with acute coronary occlusion. The high inci- 
dence of survival of the subepicardial layers in the 
group with coronary insufficiency may be ex- 
plained in part by the greater collateral circulation 
in this region of the myocardium. 


Terramycin in Peritonitis 


Tue results of treating sixty-eight peritonitis pa- 
tients with terramycin have been analyzed by Reiss 
and co-workers (Arch. Surg., 5:9, 1952). Causes of 
the peritonitis included appendicitis, intestinal 
strangulation, pelvic inflammatory disease, per- 
forated ulcer, and gunshot wounds of the abdomen. 
The peritonitis was classified as spreading, localiz- 
ing, or localized. Terramycin was first administered 
intravenously in doses of 1 Gm. every twelve hours 
for two to four days, followed by oral doses of 0.5 
Gm. every six hours for eight to ten days. 

The results of treatment were excellent or good 
in more than two-thirds of the cases. Two patients 
died, one following resection of an area of gan- 
grenous intestine, and one with purulent peritonitis 
and pericarditis. The authors concluded that terra- 
mycin is singularly effective in the treatment of 
peritonitis and that good results can frequently be 
obtained with this drug when penicillin and strepto- 
mycin have failed. 


Osteomyelitis in Infants 


In a study of 155 cases of osteomyelitis occurring 
during infancy, Blanche has pointed out that, al- 
though the incidence and severity of this disease 
have decreased strikingly in the past fifteen years, 
delay in surgical drainage of localized joint infec- 
tions still results in destruction of cartilage, disrup- 
tion of joints, pathologic dislocations, and serious 
growth disturbances with permanent crippling (J. 
Bone e Joint Surg., 34A:71, 1952). Diagnosis is 
made difficult by lack of generalized reaction to the 
disease. 

In most instances infants were well nourished 
on admission to the hospital, the chief symptom 
being irritability and crying when the affected ex- 
tremity was moved. Swelling and loss of function of 


the affected part were usually present. The tem- 
perature was seldom over 100°, and many had no 
fever at all. The white count was usually elevated, 
ranging from 8,000 to 36,000. No antecedent infec- 
tion was found in most cases, though five had a 
moist, infected umbilicus, two diarrhea, and three a 
history of pneumonia, cellulitis, and chronic con- 
junctivitis respectively. The femur was the most 
common site of infection, others being the humerus, 
tibia, metacarpals, radius, ulna, etc. 

Antibiotic therapy, chiefly penicillin, was effec- 
tive in relieving the symptoms in most cases; but 
of sixteen in whom the proximal portion of the 
femur was involved, the hip joint became septic in 
eleven. These patients were all treated by simple 
surgical drainage followed by traction or applica- 
tion of a cast. In eight there was bone destruction 
in the metaphysis of the femur and pathologic dis- 
location when the first x-ray was made; all but one 
of these remained dislocated, with residual de- 
formity and with the head, or head and neck of the 
femur absorbed. The authors stated that the chief 
fault in present-day treatment of these infants is 
found in the tardiness of surgical drainage of 
localized abscesses, particularly when the hip joint 
is involved. 


Acute Cholecystitis 


In AN analysis of 140 cases of acute cholecystitis, 
Freund reported a mortality rate of only 6.4 per 
cent, although operation during the acute phase 
was not performed in most instances (Am. J. Surg., 
82:703, 1951). Feeling that the mortality rate could 
not have been reduced to below 5 per cent had all 
patients been subjected to early surgery, the author 
thinks that such a potential margin of improvement 
might well have been counterbalanced by increased 
operative mortality in the older, poor-risk patients. 

Jaundice, as evidenced by an elevation of the 
icterus index to fifteen or higher, was found in 30 
per cent. Since at subsequent operation only 9.3 
per cent of the patients were proven to have stones 
in the common duct, it was felt that jaundice in 
acute cholecystitis may be due in many instances 
to hepatitis rather than common duct obstruction. 
A great majority of the patients gave a previous his- 
tory of gallbladder disease, indicating that many 
cases of acute cholecystitis could have been elim- 
inated by performing cholecystectomy before the 
acute attack. The author concluded, however, that 
treatment of this disease must be individualized to 
suit the patient. 
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Management of Pleural Carcinomatosis 


Tue treatment of pleural effusion due to carcinoma- 
tous involvement of the pleura has been ineffective 
in the past. Kent and Moses emphasize that al- 
though roentgen therapy has offered the most bene- 
fit, it has failed to help in the great majority of cases 
(J. Thoracic Surg., 22:503, 1951). The entire hemi- 
thorax of an individual cannot be irradiated 
adequately, nor can the rays be directed accurately 
at areas of pleural implantation since their location 
is not precisely known. Radioactive isotopes were 
considered as a possible means for irradiation ther- 
apy under such circumstances, because these sub- 
stances can be injected directly into the pleural 
effusion and can thereby irradiate all surfaces of 
the pleural cavity. 

These authors used radioactive colloidal gold, 
radioactive iodine, or human albumin tagged with 
radioactive iodine. Under local anesthesia the 
pleural effusion was aspirated as completely as pos- 
sible. During the aspiration, the bottle containing 
an isotope was filled with pleural fluid. At the con- 
clusion of the aspiration, the contents of the bottle 
were reinjected into the pleural cavity. This fluid 
was aspirated and reinjected several times in an 
attempt to deliver all of the isotope into the pleural 
space. A few patients treated in this way died too 
soon for the results of therapy to be evaluated. In 
three others the formation of pleural fluid was 
definitely retarded but not entirely checked. In 
another thirteen cases of metastatic carcinoma, the 
formation of pleural fluid was completely checked. 
There were no toxic manifestations from the ad- 
ministration of the isotopes. 


Spontaneous Thrombophlebitis 


THROMBOPHLEBITIS is commonly thought of as a 
complication of infection, trauma, heart failure, 
cancer, or operation. De Camp and his co-workers 
have described the development of this condition in 
ninety apparently healthy individuals, and believe 
it should be considered as a disease entity, rather 
than a complicating feature of other disorders 
(Surg., 31:43, 1952). The cases described had a 
low incidence of pulmonary embolism (7.7 per 
cent). Superficial veins alone were involved more 
often (43 per cent) than is true for thrombophlebitis 
in general (16 per cent). Recurrent attacks de- 
veloped in thirty-four patients. The clinical picture 
otherwise differed little from that of secondary 


phlebitis. 
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The authors prescribed elastic bandages, pro- 
caine sympathetic blocks, early ambulation, and 
periodic elevation of the extremities to hasten the 
subsidence of edema. Previous investigations have 
shown that cultures of segments of veins involved 
by nonsuppurative thrombophlebitis are uniformly 
sterile; antibiotic therapy was therefore thought to 
be not indicated. When pulmonary embolism oc- 
curred, interruption of the vein proximal to the 
point of thrombosis was performed. Anticoagulant 
therapy was not employed. 


Stimulating Growth of Long Bones 


RETARDATION of the growth of long bones of chil- 
dren is a troublesome complication of poliomyelitis 
and congenital dislocation of the hip, and also re- 
sults from congenital hypoplasia per se. The limb- 
length differences have sometimes been treated by 
retardation of growth in the normal leg by epiphy- 
seodesis. 

Pease has emphasized a more physiologic ap- 
proach to the problem, by stimulating growth in the 
epiphysis of the affected limb (J. Bone & Joint 
Surg., 34A:1, 1952). Seven cases were reported in 
which two ivory or metal screws were placed in the 
epiphysis in a horizontal, parallel position, most of 
them extending to or through the opposite cortex. 
For one month prior to operation a teaspoonful to a 
tablespoonful of phosphorized cod liver oil was 
given daily to the child, to produce layers of dense 
bone to facilitate x-ray measurement of growth. 

In all cases stimulation of growth to a variable de- 
gree followed operation. No severe deformities oc- 
curred. After remaining in a parallel position for a 
period of two or three years, a crossing of the screws 
sometimes occurred, affording definite proof of dif- 
ferential growth. The author emphasized that no 
valid conclusions can be drawn from this prelim- 
inary report of so few cases, but he regards the re- 
sults as encouraging. 


Internal Carotid Artery Thrombosis 


As a result of the frequent employment of cerebral 
angiography in cases of suspected brain tumor, 
aneurysm, or cerebral vascular anomaly, Johnson 
and Walker have been able to make a positive diag- 
nosis of spontaneous thrombosis of the internal 
carotid artery in six cases (Neurosurgery, 8:631, 
1951). Symptoms of this condition, which are sim- 
ilar to those of brain tumor or intracranial aneu- 
rysm, include hemiplegia in 80 per cent of cases, 
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aphasia in 60 per cent, headache in more than 50 
per cent, and paresthesias in approximately 20 per 
cent. 

In 35 per cent of patients the onset was sudden, 
with loss of consciousness, severe headache, and 
hemiplegia. In 25 per cent there was a slowly pro- 
gressive onset, beginning with severe headaches of 
several months’ to several years’ duration, followed 
by paresthesias and weakness of the contralateral 
extremities, passing from the hand and arm to the 
leg. In 40 per cent, transient attacks of headache, 
hemiparesis, paresthesias, and aphasia ended in 
sudden hemiplegia and aphasia. The internal caro- 
tid artery was found to be occluded either within 
several centimeters of the bifurcation or at the caro- 
tid siphon. At the former site, angiography revealed 
a stump or short segment of the internal carotid 
artery; in the latter, the vessel was found to be oc- 
cluded at the siphon. The forms of therapy sug- 
gested have been cervical sympathectomy, arteri- 
ectomy, and the use of anticoagulants. The prog- 
nosis is not particularly hopeful since only 25 per 
cent of patients showed improvement with or with- 
out treatment. 


Diagnosis of Liver Metastases 


Tue problem of determining the presence or ab- 
sence of liver metastases in patients with known 
malignant disease is difficult to solve even with the 
aid of liver biopsies. Mendelsohn and Bodansky 
have attacked it by studying the relationship of 
changes in liver function tests to the presence of 
hepatic metastases in 160 nonjaundiced cancer pa- 
tients (Cancer, 5:1, 1952). Primary cancers of the 
liver, lymphomas, and tumors of the breast and 
prostate were excluded. 

Ninety-nine of the individuals had liver metas- 
tases proven by biopsy or autopsy; sixty-one were 
without evident liver involvement. The values for 
serum protein, blood-urea nitrogen, thymol tur- 
bidity, total cholesterol, hemoglobin, and white 
blood cell count were not significantly affected by 
liver metastases. The cephalin flocculation and 
bilirubin levels were significantly abnormal in some 
patients with liver metastases, but were not of value 
for diagnostic purposes. The bromsulfalein test was 
more abnormal in patients with liver involvement, 
and was actually diagnostic in only a small percent- 
age of the cases with liver enlargement. 

The serum alkaline phosphatase was definitely 
more abnormal in the presence of hepatic metas- 
tases. The incidence of abnormal phosphatase tests 


and the degree of abnormality were proportional to 
the degree of hepatomegaly. Phosphatase was above 
normal in 63 per cent of patients with liver metas- 
tases but without hepatomegaly, and in 91 per cent 
of those with liver enlargement. The authors con- 
cluded that, on the basis of the phosphatase value, 
the presence or absence of liver metastases could 
have been diagnosed correctly in 80 per cent of the 
patients whose bilirubin concentrations were less 
than 2 mg. per 100 cc. They concluded that, of the 
liver function tests considered, the serum alkaline 
phosphatase was the only one which was of aid in 
the diagnosis of metastatic liver disease before the 
far-advanced stage was reached. 


Amino Acids in Malnutrition 


DecrEaseED levels of essential amino acids in the 
plasma may be an earlier indication of malnutrition 
than lowering of the blood albumin, according to 
recent investigation by Emerson and Fritschel 
(Surg., 30:931, 1951). Although the amounts of 
essential amino acids in the plasma of well-nour- 
ished surgical patients did not vary significantly 
from normal values reported by Hier, the levels in 
thirty-eight malnourished surgical patients were 
significantly lower. Values of isoleucine, histidine, 
and lysine were reduced by more than two standard 
deviations in more than 50 per cent of the malnour- 
ished patients, and the total value for the ten essen- 
tial amino acids was correspondingly reduced in 50 
per cent. Arginine alone was not significantly 
changed in malnutrition. 

Because of the observation that essential amino 
acids are reduced in the plasma after only six days 
of an amino-acid-deficient diet, it has been sug- 
gested by the authors that essential amino acid de- 
terminations may provide an earlier biochemical 
index of malnutrition than the measurement of the 
blood albumin level. 


Surgical Treatment for Lymphedema 


A METHOD of surgical treatment for massive lymphe- 
dema of the lower extremities has been suggested 
by Campbell and his co-workers (Surgery, 30:763, 
1951). They classify the disorder as primary (of 
developmental origin) or secondary (due to lym- 
phatic obstruction by malignancy, infection, or 
other cause). 

To improve function they resect skin, subcutane- 
ous tissue, and deep fascia, and cover the divided 
area with split-thickness skin grafts. 
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Iuformation Please 


Lactations as a Cause of Headache 


Q. Is lactation a possible cause of headache? A 32-year-old white 
woman under my care developed severe generalized headaches 
of the tension type, and complained of tenderness even of the scalp. 
They reached their peak just prior to nursing and were almost com- 
pletely relieved by nursing. She had occasional premenstrual head- 
aches of the same type. 


A. If lactation is a cause of headache, it is an 
extremely rare one. Since this patient had premen- 
strual headaches of the same type, the headaches 
associated with lactation may be relieved by the 
administration of ammonium chloride (0.6 Gm. 
three times a day as recommended by Greenhill and 
Freed) or a 10 mg. tablet of methyl testosterone 
daily for ten days. 


Adverse Blood Elements in Transfusion 


Q. Can adverse elements introduced at transfusion become pro- 
vocative in the blood or blood genesis of the recipient; for example, 
an eosinophilia not previously present? 


A. There is no evidence whatever that eosinophils 
in the blood of the donor will have an adverse effect 
in the recipient. In this connection it is noteworthy 
that deliberate attempts to transmit leukemia in this 
way and the accidental transfusion of leukemic 
blood to a normal individual have failed to induce 
leukemia in the recipient. 


“Stuffed Nose” of Infants 


Q. | should appreciate your discussing the pros and cons of the 
various methods of treating the baby who has a “stuffed nose.” 


A. Before instituting any treatment for a “stuffed 
nose” an effort should be made to determine the 
cause of the complaint. Is the trouble due to (1) a 
simple “‘cold in the head’’? (2) to enlarged tonsils 
and an acute pharyngitis? (3) possibly to a post 
nasal diphtheria which should always receive con- 
sideration when there is a glycerine-like discharge? 
In addition, if the condition seems to be chronic an 
abnormality of the nasal passages or a luetic infec- 
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tion should be given some thought. Rarely a small 
button or similar foreign body may furnish the de- 
sired explanation for the trouble. 

In the first (1) instance “nose drops” of various 
kinds are used. Such preparations generally con- 
tain epinephrine in some form. There are oil and 
also aqueous solutions. At one time there was a great 
deal of agitation concerning the former for fear of a 
lipoid pneumonia. If oil is used it is probably safer 
to apply it with an applicator rather than to let it 
run into the nostrils from a dropper. 

In the second (2) instance treatment should be 
directed primarily to the throat which may require 
systemic therapy more than local. 

Under any circumstances a culture from the nose 
and throat to exclude diphtheria can not be objec- 
tionable. Moreover a culture on a blood agar plate 
for hemolytic streptococci may be of value. In 
either case the result may provide the required 
information for appropriate therapy. Inspection of 
the nasal passages by means of a speculum may be 


helpful. 


Stools in Liver Disease 


Q. What is the character of the “loose stools” in chronic cirrhosis? 
In chronic hepatitis? What is the physiology of the pigment staining 
stools green in adults? In the presence of chronic mild diarrhea, other 
tests not here available, how significant is Ur. Urobilinogen in dilu- 
tions of 1: 5 or less? 


A. 1. The loose stools in chronic hepatitis and 
cirrhosis are usually soft and mushy and often with 
a foul odor. They are only light when jaundice is 
present. They usually occur only two or three times 
daily. 

2. The green pigment frequently seen in adults is 
usually biliverdin, which is a degradation product 
of bilirubin. Bilirubin is usually degraded into 
brown pigments, but for reasons that are not clear 
other products may be formed. 

3. Urobilinogen in such dilutions is not signifi- 
cant in chronic diarrhea. However, chronic mild 
diarrhea is frequently associated with mild inflam- 
mation of the liver. Liver tenderness and slight en- 
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largement is often present and is in those cases the 
probable cause of associated fatigue. Under these 
circumstances liver function tests may be slightly 
abnormal, and the urine urobilinogen may be posi- 
tive in dilutions of one to one hundred or more. 


Hexylresorcinol for Roundworms 


Q. It is my understanding that hexylresorcinol is the treatment of 
choice for roundworms. To my knowledge this drug is available in a 
gelatin capsule supplied by Sharpe & Dohme as “Crystoids.” In my 
experience this is practically impossible to get down babies and 
small children. What would you suggest? | suggest a new drug, more 
palatable. 


A. Hexylresorcinol, supplied by Sharpe & 
Dohme as crystoids containing 0.2 gm. or 3 grains, 
is by far the best treatment for ascaris infestation in 
childhood. The dose is one to two crystoids for 
children of preschool age, three to four for children 
six to ten, and five for older children and adults. 
The patient is given a mild saline cathartic the 
night before and the crystoids given on an empty 
stomach. A post treatment saline cachartic is recom- 
mended to get rid of the dead worms. The capsule 
must be swallowed without being opened or the 
mouth will be burned. For small children it is well 
to place the capsule in the back of the mouth with 
a finger and wash it down with water. It is unfortu- 
nate that no pleasant tasting harmless liquid medi- 
cine is available for small children. 


Treatment of Sprue 


Q. My wife has nontropical sprue. Please outline treatment, im- 
portance of bed rest, effect on pregnancy. (She was recently deliv- 
ered of a hydrocephalic spina bifida child.) Could severe sprue 
cause this? She is taking folic acid, Mecholyl, 6 units crude liver, and 
in and vitamins. 
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A. I know of no specific effect of sprue on the 
fetus. Rest is important in controlling the symp- 
toms associated with the cachexia of sprue and in 
the treatment of the severely ill patient. Of prime 
importance in controlling the anemia and often in 
producing some remission in symptomatology even 
in absence of anemia is, of course, liver or Bi re- 
placement therapy, and folic acid. Folic acid in 
doses of 10-30 mg. daily has occasionally been 
found to be more effective than liver or By. It is oc- 
casionally necessary to add iron in cases of hypo- 
chromic anemia, and calcium orally and occasion- 
ally parenterally when indicated by clinical and 
x-ray evidence of calcium deficiency. Dietary man- 
agement is equally important. High vitamin, high 
protein diet, low in fat, and carbohydrate should be 


utilized. The starch restriction should be decided 
somewhat on the individual patient’s tolerance to 
such foods. As improvement occurs, diet should be 
liberalized as tolerated. Plasma, blood and parenter- 
al amino acids are indicated usually only in acute 
situations. Diet can be augmented with Brewer’s 
yeast and specific vitamin supplements as indi- 
cated. Recovery, or at least improvement, occurs in 
a majority of the cases, but varying degrees of 
therapy usually must be maintained for life. 


Constriction in Chest at Night 


Q. | have a 33-year-old white male patient, well-developed and 
well-nourished who wakens every night after only 2-4 hours sleep 
with a sense of constriction about the chest and into the back. This 
has occurred for the past four months. It is relieved by sitting up 
against the bed-board for an hour. Only slight dyspnea is associ- 
ated, with no symptomatology during the day. He has lost no time 
from hard work in nine years. All studies including chest x-ray, 
ECG, fluoroscopy, are negative for hiatus hernia, eventration, etc. 


A. This story does not enable one to make any 
definite diagnosis. One wonders about some sort of 
coronary disease but that seems improbable in a 
33-year-old person with pain occurring only at 
night. The possibility of an early ankylosing spon- 
dylitis with night pain of this sort must be consi- 
dered and x-rays of spine to show the zygapophy- 
seal joints should be taken. 

It is almost impossible to come to any conclusion 
without talking to the patient and making a physical 
examination. The way he tells his story might give 
some clue, especially to a psychosomatic disturb- 
ance. 


Treatment for Seborrheic Dermatitis 


Q. Is there any reliable treatment for seborrheic dermatitis of the 
forehead in an adult past 50 years of age—if so, what is it? 


The treatment of seborrheic dermatitis is not 
standardized. There is no general agreement as to 
the definition or etiology of the condition. Nutrition 
and metabolism may be somehow concerned. 

A patient should have usual good attention to 
general problems of hygienic living, and complicat- 
ing systemic disorders should receive appropriate 
treatment. Topically, the medicine in best repute is 
sulfur, and a good prescription is 2 per cent pre- 
cipitated sulfur in Vioform Cream, to be applied 
lightly at bedtime. Alternatively, a 0.5 per cent 
crude coal tar ointment might be tried. Sometimes 
ammoniated mercury ointment works when other 
medicines do not. 
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GENERAL PRACTICE IN AN AGING POPULATION 


BY LEONARD A. SCHEELE, M.D. 
Surgeon General, U.S. Public Health Service, Federal Security Agency 


GENERAL PRACTITIONERS—more than any other group 
of physicians—are concerned primarily with people 
as a whole—rather than with single diseases or 
specific organs by themselves. Only in general prac- 
tice does the physician have an opportunity to 
observe people of all ages over long periods of time 
during which the individual’s health status changes 
subtly or dramatically, responding to countless 
factors in the total life experience. 

These are two priceless possessions, this concern 
for people and the opportunity to be the first to 
detect their changing health problems. These are 
the special qualifications which make the general 
practitioner the key person in the promotion of 
individual, family, and national health. 

General practice has always held this strategic 
position. But it is no news to the readers of GP 
that modern medicine is just beginning to recognize 
—and benefit from—this central importance of the 
general practitioner. The resurgence of general 
practice in the past few years is largely due, I am 
sure, to the efforts of your national organization 
and its component state chapters. 

Today, more than ever before, our chances of 
raising the level of health in the aging population 
of our country depend upon the tens of thousands 
of American physicians in general practice. The 
rationale of such a statement involves recognition: 

First, that middle-aged and elderly people are 
destined to compose an increasing proportion of 
the general practitioner’s patients; 

Second, that chronic diseases are the major health 
problems of aging people; and, 

Third, that medical supervision, early diagnosis 
and treatment are essential for health maintenance 
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and control of chronic disease among the middle- 
aged and elderly. 

Let us consider these three factors as they affect 
general practice. 

Around 1900, the United States was still a young 
nation. Forty-four per cent of the people were under 
21 years of age and only 4 per cent were 65 or more. 
The birth rate was high and the death rate was 
twice as high as it is today. Through immigration 
we were gaining large numbers of young adults— 
as many as a million a year. 

The picture today is quite different. Youngsters 
under 21 now make up only one-third of the pop- 
ulation. Persons over 65 now compose 10 per cent, 
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The first place to practice detection 
is in the office of the physician. 


and in a few years will account for 13 per cent of 
the population as against 4 per cent in 1900. 

Between 1900 and 1950, our country also went 
through a great period of industrial expansion and 
urbanization. Manufacturing, transportation, and 
services absorbed more and more manpower and 
brought larger proportions of the population to our 
cities. The output per worker increased enormously 
while the work week shortened to about 40 hours. 
Employment of children and elderly people de- 
clined. In 1890, for example, 75 per cent of the men 
over 65 were gainful workers; by 1950, only 45 per 
cent of them were employed. 

During the same period, while economic oppor- 
tunities for older people were shrinking, the average 
life expectancy increased from 47 years to 67—a 
gain of 20 years within half a century. Thus, a larger 
proportion of our population now actually has more 
“time on their hands.” This popular phrase ex- 
presses the empty lives which may be the lot of 
large numbers of our senior citizens. 

Unfortunately, we have not put to work all we 
know that would make these added years worth 
living. In no aspect of later life—health, economic 
opportunity, physical or social environment—do 
our senior citizens enjoy the full benefits of what 
science has learned about aging. In essence, that is 


the problem of an aging population: how to make 
these precious added years happy and rewarding— 
not only for our nation as a whole, but for each 
individual. 

General practitioners are meeting the end-results 
of this nation-wide demographic problem every day, 
in their examination and treatment rooms. It may 
be that many of you have not noticed a positive 
increase in the numbers of your elderly patients. 
Shifts in population often seem imperceptible. 

Health is only one facet of the total problem of 
aging. But it is probably the most important single 
factor in determining the capacity of an individual 
or a nation to “grow old gracefully.” 

The increasing proportion of older people in our 
population has disturbed some individuals. They 
see in it an ever-growing burden of disabled, un- 
productive men and women added to the not in- 
considerable load of young dependents which the 
productive age groups must support. Not long ago, 
one of these pessimists went so far as to express the 
opinion that modern medicine had only added to 
our troubles by saving and prolonging lives. For 
his part, it would be better to let nature take its 
course. 

As physicians, you and I cannot subscribe to 
such an opinion. Life is sacred and its preservation 
is our responsibility. This we vowed to do when we 
took the Hippocratic Oath. We know, too, that life 
in the later years need not be a burden. If society 
has not found ways to use these precious added 
years, we as physicians must help find the way. 

Biostatisticians and economists who have studied 
the world situation and the economy of our country 
objectively subscribe to the pessimistic point of 
view no more readily than we do. The hard fact is 
that the long-term mobilization upon which the 
United States has embarked will demand a more 
intensive conservation and use of human resources 
than we have accomplished hitherto. The chief 
sources of additional manpower for the production 
of goods and services are the older age groups and 
the handicapped, many of whom are also middle- 
aged or elderly. The health problems of aging people 
therefore assume a vastly higher priority than has 
been accorded them in the past. 


Problems of Aging 


Aging presents a series of problems which are of 
direct concern to medicine and public health. These 
are (1) the biology of aging; (2) the control of 
chronic diseases; (3) the adjustment of the indi- 
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vidual to the physical, psychological, and social 
changes of aging and a changing environment; and 
(4) the adjustment of the environment to the 
greatest extent feasible to meet needs of the aging. 

These problems are so closely inter-related that 
they cannot be solved separately. There are no 
immediate or easy solutions. Some depend upon 
community action—such as the provision of suit- 
able living arrangements for the aging. In the health 
field, however, I am inclined to believe that real 
progress can be made now—in the offices of general 
practitioners the country over. 

The general practitioner in most cases is the first 
physician to see the middle-aged or elderly person 
who has some minor complaint. This provides a 
splendid opportunity to detect the earliest evidence 
of chronic disease, to assess the physical and psy- 
chological status of the patient, and to institute 
treatment of chronic disease—or if none is present, 
to institute a regimen calculated to maintain health. 

Our knowledge of the processes of aging and of 
chronic disease is by no means complete. However, 
the Conference on Chronic Diseases: Preventive 
Aspects, held in Chicago by the Commission on 
Chronic Illness in March, 1951, concluded that 
even in the least-developed area of prevention, 
there is more scientific knowledge available than is 
being fully used. 

We do know that in any age group, the health 
status of the individual is influenced not only by 
his hereditary constitution but also by a number of 
variable factors: his environment, his total life 
experience, and his physiological age. We should 
add also that the ability of medical science to deal 
effectively with these problems also shifts as does 
the individual’s status. Almost overnight a new 
therapeutic agent may change the prognosis for 
many a patient. 

In the involutional period, the changes charac- 
teristic of the aging individual set in. We know very 
little about how and why and when these changes 
occur. But in general, we see the aging process as 
a diminishing of capacities and adaptability. The 
changes vary widely in degree and extent; they vary 
at different periods in the individual’s life and from 
one individual to another. 


Employment of the Aging 


Some individuals at the chronological age of 70 
may equal or surpass others at 50 years in endur- 
ance, energy, and intellectual accomplishments. 
Others at 45 may be “old” before their time as a 
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result of multiple factors. The majority of people 
from 40 years onward may be their chronological age 
in some respects and at the same time appear 
**younger” or “older” in other abilities or functions. 

This variability in the biological changes of aging 
is one of the most important factors in the solution 
of socio-economic problems related to the increased 
proportion of older persons in our population. The 
question of employability at any specific age, for 
example, cannot be answered definitively until 
medical science has learned more about the bio- 
logical potentialities and limitations of aging men 
and women. The assessment of physical capacity in 
persons with chronic disease or other impairments 
is closely related to the assessment of employability 
of the aging. 

At the present time, physicians are obliged to 
make recommendations to patients, employers, vo- 
cational counselors, and the public, on the basis of 
subjective judgments. We are all familiar with the 
phrases with which cardiac patients are discharged: 
“fit for light duty,” “unfit for work,” etc. 

Such recommendations cannot be translated into 
effective assignment of patients to jobs. Dr. Howard 
Rusk of New York University Medical School re- 
cently told the story of a cardiac patient discharged 
with the recommendation that he not engage in 
“heavy work.” The man had been employed to 
load and unload trucks with cartons of merchandise. 
A few weeks later, the patient returned to the 
cardiac clinic in bad shape. When asked what he 
had been doing, he assured the physician that he 
had not done heavy work. “‘I told the boss I couldn’t 
lift those heavy cartons,” he said, ‘‘so now I’m only 
loading 20-pounders instead of 40-pounders.” 

But of course, there had been no change in the 
number of cartons, the hours, or other conditions 
of the job. 

We must know something objective about the 
differences between handicapped individuals and 
those who have no demonstrable impairments, be- 
tween the middle-aged and the elderly. There have 
been few studies of the physiological capacities of 
large groups of normal middle-aged and elderly 
people, in comparison with the extensive studies 
conducted on children and college students. 

A few interesting projects are underway to study 
the physiological capacities of elderly people and of 
patients with cardiovascular disease. The Public 
Health service, for example, is conducting research 
in the physiology of aging at the Baltimore City 
Hospitals, in co-operation with physicians and 
others associated with that institution. The research 
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unit is a part of our National Heart Institute. At 
the New York University-Bellevue Hospital Center, 
a study supported by a Public Health Service re- 
search grant is designed to determine the energy 
expenditure of cardiac patients in the performance 
of tasks of daily living and selected occupational 
activities and to assess their clinical response to the 
task being performed. An attempt will be made to 
discover a correlation between the patient’s ability 
to perform specific tasks and his physical capacity 
as evaluated by the physician. It is expected that ob- 
jective determinations, once established, will lead to 
a revised classification of the physical restoration po- 
tential of cardiac patients and hence to more accurate 
placement of such individuals in employment. 

More research in these fields is needed, not only 
to develop methods for determining physiological 
capacity, but also to determine the stress value of 
different types of jobs and activities. With such 
objective bases, physicians may recommend a way 
of life that will permit the patient to utilize safely 
and fully all of his remaining capacities. 


The Modern Family Doctor 


To be able to prescribe a healthful way of life for 
the middle-aged, the elderly, and the chronic dis- 
ease patient, physicians need the findings of both 
medical and social research. The general prac- 
titioner—perhaps more than the specialist—can 
utilize to good advantage the findings of combined 
studies in medical and social science which would 
elucidate those group and inter-group relationships 
that affect the health of the individual. 

We know pragmatically that the family comprises 
each individual’s most pertinent environment 
throughout life. Health habits and attitudes usually 
spring from common sources in all members of the 
family. Emotional tensions felt by one member are 
often reflected in all. Genetic constitution has some- 
times been associated with heart disease, cancer, 
diabetes, allergy, multiple sclerosis, and other 
chronic diseases. Likewise, dietary habits, hygienic 
practices, choice of a home, and the care of infants, 
children, and old people are powerful influences on 
the health of all individuals. These family affairs 
are deeply rooted in cultural and psychological 
patterns which are not too well understood. 

It is encouraging that medicine—after a rather 
prolonged separation—is about to return to the 
bosom of the general practitioner—the family 
doctor. In the meantime, diagnosis which formerly 
relied entirely upon his broad skill and experience 


requires more and more complex biochemical tests, 
histologic studies, radiography, and the like. 
Therapy likewise has often become an impersonal 
matter, bringing to bear upon the disease process its 
truly phenomenal values. But somewhere in this 
golden era of technological advance, man as a total 
personality in his particular environment was often 
lost—along with his family physician. 

Professor Hobson of the University of Sheffield 
(England) in a magazine article (‘What is Social 
Medicine?” BMJ, 4619: 125-30) described the 
plight of the general practitioner as follows: 

“When he first qualified, the medical student had 
received little or no training in the conduct of 
general practice. He soon learned by bitter ex- 
perience that to attach precise labels to disease was 
often difficult or impossible with his limited facil- 
ities. He discovered also that man is a social animal, 
and many of the disease processes he was called on 
to control had roots in social sources, in particular 
that of poverty and all that is associated with it— 
bad housing, overcrowding, unemployment, and 
inadequate food.” 

Today, we realize that the factors which make for 
a healthful social environment are much more dif_i- 
cult to identify. Ours is a very complex society. It 
is in flux. Its patterns of living and types of occu- 
pation are changing. The family doctor of today and 
tomorrow is far better prepared to deal with his 
patients’ physical ailments than was his grand- 
father; but grandfather sometimes was better pre- 
pared to deal with their family problems. He knew 
them intimately; he knew their jobs and the con- 
ditions of work; their emotional tensions, their 
economic resources, and how they lived day by day 
—even down to the favorite foods of each member 
of the family. 

The family and its social setting which grand- 
father knew so well have changed. One contempo- 
rary characteristic of the American culture alone 
illustrates the point:—namely, our great mobility, 
the tendency of families to break up and move from 
one part of the country to another, from one part 
of a big city to another. This tendency alone has 
made it almost impossible for many a general prac- 
titioner, especially in big cities, to be a family phy- 
sician in the old sense. Many members of his families 
will not stay put long enough. 

The general practitioner of today cannot gain ef- 
fective understanding of his patients as individuals 
and members of society unless his natural concern 
with people is buttressed by the findings of syste- 
matic study and elucidation of the complex social 
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environment of the twentieth century and its effect 
on his patients. The family physician of fifty years 
ago had an intimate understanding of the social 
forces operating in his patients. The relatively sim- 
ple life of his day usually was within his grasp. 
Not so today—for if medical science has outstripped 
the grasp of any one man, so also has knowledge of 
social forces, both constructive and destructive. 
The physician must deal wisely with the symptoms 
of social and psychological maladjustment—symp- 
toms which may defeat his best clinical efforts if 
not taken into account. 

I recall a little book put out some years ago by 
Dr. Richard C. Cabot and a clergyman, Dr. Russell 
Dicks, called The Art of Ministering to the Sick. 
Speaking of the needs of sick people, the authors 
wrote: “They need the clergyman because the 
appendix, the gall bladder, the heart, lungs, and 
other organs are not independent machines but are 
linked in their adventures with a nervous system 
and a conscious mind which usually integrates their 
behavior in sickness and in health. .. . Mental and 
spiritual food is a crying need. Yet in long illness 
the mind usually starves or hungers, because man 
is not so one-sided a creature as our medical treat- 
ment assumes.” 

I submit that the general practitioner must be 
equipped to provide a large share of the mental and 
spiritual food—especially in the care of his inev- 
itably larger group of middle-aged and elderly pa- 
tients. Thus if he is to recognize the social problems 
of disease, if he is to know where to turn, whom to 
summon for assistance, he must have a broad foun- 
dation in the social sciences. Among the aids to the 
general practitioner in the fields of chronic disease 
and care of the aging, the health services provided 
by his community are very important, with the social 
services closely allied. 


Chronic Disease and the Aging 


The Public Health Service is conducting research 
and demonstrations in a wide variety of problems 
related to chronic disease and the problems of 
aging. Many—in fact the majority of our investi- 
gations—have been planned and conducted in co- 
operation with medical societies, individual phy- 
sicians, hospitals, universities, medical schools, and 
other health agencies. In addition to the studies on 
the physiology of aging which I mentioned earlier, 
for example, we are conducting demonstrations in 
home care of the chronically ill and in physical 
medicine and rehabilitation at Gallinger Hospital 
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in Washington, D. C. At Laguna Handa Home in 
San Francisco, one of our clinical research programs 
in cancer is going forward in co-operation with the 
University of California Medical School. 

Evaluation of new diagnostic tests for cancer is 
another experimental project of our National Cancer 
Institute in co-operation with the University of 
Washington Medical School in Seattle and others. 
Co-operative research in the whole range of cardio- 
vascular diseases has been developed with eight or 
ten important centers located in the major geo- 
graphic regions of the country. 

Although we know that the prevalence of chronic 
disease increases sharply with advancing age, the 
available data do not give us a complete or precise 
picture of the incidence at different ages. The 
estimate of 25 million persons, or one-sixth of the 
population, with significant evidence of chronic 
disease or impairment, is admittedly conservative. 
Many groups are working on methods which will 
improve and refine the techniques of measuring the 
volume and extent of illness and disability. 

Since 1920, the national death rate from heart 
diseases, all ages, has more than doubled, but the 
increase has been entirely in the adult groups. The 
rates in the age groups 1-24 years have declined 
sharply, whereas at ages 55 and over the increases 
have been most marked. 


Arouse a healthy suspicion that every middle-aged or 
elderly patient is a potential sufferer of a chronic disease. 
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Even if the current rates remain constant in the 
older age groups, by 1980 heart diseases will account 
for about one-third of all deaths, with most of them 
occurring in the age groups 45 years and over. The 
estimated rate at that time would be about 452 per 
100,000 population, as compared with the present 
rate of about 320 per 100,000. 

The cancer death rate, all ages, has increased 
from 83 per 100,000 in 1920 to about 133 at the 
present time. Except in infancy, the age-specific 
rates have risen in all age groups, with the major 
increases at 65 years and over. 

Diabetes mellitus has increased constantly as a 
cause of death at ages 55 to 74, but the mortality 
for all ages from this cause has declined. Part of 
the increased rate in older ages may be attributed 
to the prolongation of life in the young diabetic. 
That fact points up the large remaining gaps in our 
knowledge of diabetes mellitus. Our inability to 
prevent or cure the disease is one of the significant 
pieces of “unfinished business” in medical research. 

Excluding mental disease, we can name cardio- 
vascular diseases, malignant tumors, and arthritis 
and metabolic disorders as the most serious health 
problems of the aging. These disease groups include 
the major causes of death as well as the major causes 
of prolonged disability. 

Despite the needs for more effective diagnostic 
and therapeutic measures for the management of 
manifest disease, the medical goal in the field of 
chronic disease must increasingly shift to preven- 
tion and the restoration of disabled individuals. In 
our aging population, more attention must be given 
to the initial point of the problem, so that the 
national increases in the number of persons most 
vulnerable to chronic disease will not mean in- 
creases in the volume of prolonged disability. 

There is no doubt that prevention is the most 
difficult of the medical and social aims in the fields 
of chronic disease and aging. The etiology of chronic 
diseases which chiefly afflict the aging is obscure. 
In middle-aged and elderly persons, the onset is 
most likely to be asymptomatic. Disease often exists 
and progresses for a long period of time without 
the patient being aware of illness and often without 
detectable or detected symptoms. 

No other single aspect in the health of the aging 
is so peculiarly a responsibility of the general prac- 
titioner as is the early detection of chronic disease. 
At the Conference on Chronic Disease: Preventive 
Aspects, which I mentioned earlier, one committee 
of physicians concluded: “The first place to practice 
detection is in the physician’s office.” There one 


A new therapeutic agent can 
change the prognosis overnight. 


finds the opportunity to initiate treatment in the 
early stages of disease, and thus avert the severe 
forms of many chronic diseases and complications. 
The difficulty is that too many of the cases now 
come to treatment in severe or advanced stages. 

Many middle-aged and elderly patients bring 
minor complaints to the attention of their phy- 
sicians. Unfortunately, physicians too frequently 
treat these as minor complaints, rather than as 
possible warning signals of more serious conditions. 
We must find some way to arouse and maintain in 
every general practitioner in the country a healthy 
suspicion that every middle-aged or elderly patient 
is a potential sufferer from a chronic disease. Then, 
I am sure, we would see a positive prolongation of 
life and some reduction in the deaths from chronic 
disease, within a very few years. We would see an 
even more impressive reduction in the numbers of 
persons put on the shelf before their time because of 
severe cardiovascular disorders, diabetes, rheuma- 
tism, and other chronic ailments. 

We are all familiar with the pessimism which 
often strikes us when we diagnose one of these 
serious disorders. True, it is more common perhaps 
among the specialists who see fewer “early” cases 
than does the general practitioner. Since so 
many of their patients may have a poor prog- 
nosis, it may be difficult for them to visualize the 


GP e Volume V, Number 5 


= ~ : 

| 

- 
; 

98 


opportunity for stabilizing the disease at a minimal 
or moderate stage, or for restoring the patient— 
within the limitations of his disease—to something 
approaching normal life. 

Not long ago, in a discussion of the possibilities of 
rehabilitation services for cancer patients, several 
men advanced the opinion that in these cases the 
prognosis is so poor that it would be impossible, 
for the cost and effort expended on such services, 
to yield an appreciable return, either for the patients 
or for society. Yet, at this moment, there is going 
forward in one of the nation’s rehabilitation centers, 
a clinical research project to determine and test 
methods of rehabilitation for cancer patients who 
have undergone amputation of limbs or breast, 
colostomy, or radical maxillofacial surgery. 

In many cases, the general practitioner is not only 
the first physician to see the beginnings of chronic 
disease, but he is usually the one to deal with the 
end results of highly specialized forms of definitive 
therapy done by others in the medical team. It is 
in these areas of prevention and rehabilitation that 
the greatest possible returns can be made to society 
and to the individual patient, in terms of better 
health and a better chance for self-support or at 
least self-care. 


Better Health for the Aging 


Today, more than ever, the nation needs every 
man and woman to help build our defenses, sustain 
the civilian economy, and keep our families strong 


and healthy. The middle-aged or elderly person, or 
the chronic disease patient who can take his or her 
place in the ranks of the employed should have 
every opportunity to do so. We need our older 
citizens and we want them to be able to make the 
fullest use of their capacities for a fruitful, reward- 
ing, and happy life. Health maintenance and re- 
habilitation are essential also for those who cannot 
engage in gainful employment. As the demand for 
productive manpower in all fields increases, the 
restoration of invalids to the point where they can 
care for themselves and even aid in household tasks 
will release many younger adults for essential jobs. 
It will decrease dependence on the young, which is 
never a happy situation for elderly parents or their 
sons and daughters. 

We have much more hope and confidence that 
the health problems of the aging can be solved than 
we had thirty years ago—or even ten years ago. 
Physicians need to carry to their communities, 
their patients, and their patients’ families some of 
the hope which medical research has made possible. 
The interest of the general practitioner, and of the 
state and national Academies of General Practice, 
is of paramount importance. All of us—private 
practitioners and public health physicians—need 
to work together in our communities and with other 
related organizations to the end that our knowledge, 
our experience and skills may be integrated to pro- 
vide the greatest possible help for the aging. Our 
common goal is a healthy and happy old age for 
every middle-aged and elderly person. 


“My patients see it and pay their bills right away.” 
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TRENDS AND EVENTS 


IN THE NATION’S CAPITAL 


Whither Medicine's Political Energies? 


PRESIDENT TRUMAN’S withdrawal from the re-elec- 
tion picture has inevitable implications on the shape 
of future national health legislation. In this respect, 
it would appear at first glance that opponents of 
compulsory health insurance have won a signal 
victory. For not only are the White House days 
numbered of the incumbent, who consistently sup- 
ported the principle of compulsion, but the star 
of its most articulate champion is in the decline. 
Oscar R. Ewing probably will serve out the re- 
mainder of this Administration’s existence, barring 
some extraordinary contingency, but his exit is a 
certainty and in the meantime his influence on 
Congress, in Democratic councils, and even at the 
White House will be negligible. 

Furthermore, a look at the field of leading candi- 
dates for the Presidency fails to reveal any—in 
either party—whose actions and utterances indi- 
cate they might receive and hold aloft the social- 
ized medicine torch, with the exception of Governor 
Warren. And he can hardly be labeled a front run- 
ner for the nomination. Eisenhower and Kefauver, 
Taft and Kerr, Stassen and Russell, MacArthur 
and Stevenson—not a “socializer’” among them. 

But what would seem to be a happy train of events 
carries the essence, when superficial examination 
gives way to reflection, of a real problem confronting 
the forces of organized medicine. Whom and what 
do they attack now in the political lists? In these 
past several years, the bead has been drawn per- 
sonally on Truman and Ewing. Now they are going. 
Fresh targets must be found upon which to spend 
the momentum of medicine’s increasing political 
force. 

One alternative would be for the campaign to be 
transformed from one of attack into one of support. 
That is, to shift emphasis from opposition in the 
halls of Congress to affirmative action on such legis- 
lation as would appear to be in the best interest 
of the public and the profession. It would even in- 
volve taking the initiative in the drafting and 
furtherance of bills regarded as desirable. Of course, 


there would be no surrender of the responsibility 
and obligation to speak out against such legislative 
proposals as bore evidence of being inimical to the 
public interest. 

Then there is the alternative simply of laissez 
faire. But this is more difficult than it sounds. Make 
no mistake, organized medicine has made itself a 
power in Washington. In taking the bull by the 
horns, it has wrought a metaphorical metamor- 
phosis so that it now has a bear by the tail. Alliances 
have been made with other national organizations 
for the purpose of being of mutual assistance in 
gaining political ends on Capitol Hill. . . the “doc- 
tors for Taft”? movement is currently in the national 
spotlight, tending to deepen the profession’s politi- 
cal commitments, at least in the public eye . . . pro- 
jection of organized medical groups into Congres- 
sional election campaigns reached a high point in 
1950 and it may be equaled in 1952. 

Washington observers feel that organized medi- 
cine cannot pull out, ironically notwithstanding 
the motto that was adapted to the Fildes’ painting: 
“Keep politics out of this picture.” It has a choice 
of direction, they believe, but none as to the ques- 
tion of maintaining a militant, kinetic interest in 
affairs political. 


Health Legislation Enactment Fading 


During the past month, there was moderate ac- 
tivity in Congress on health legislation but in the 
main it was shadow boxing, President Truman’s 
climactic announcement sealing the doom of all 
major health bills on Capitol calendars. Although 
Senate committee hearings were conducted on 
proposals to revive EMIC (Treasury-paid obstet- 
ric and infant care for servicemen’s families), 
establish a Department of Health in the President’s 
Cabinet and various other innovations, chances of 
their enactment before adjournment were highly 
remote. 

On the House side, the Interstate and Foreign 
Commerce Committee tabled a bill that would 
authorize Federal subsidies for nursing schools. 
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This action not only closed the doors on this bill, 
as far as the 82nd Congress is concerned, but had 
the practical effect of burying still deeper the more 
comprehensive bill (S.337) on Federal financial 
support of medical and dental education, as well 
as schools of nursing. 


Miscellany on the Washington Front 


There were a number of developments in spe- 
cialized areas of interest that are worthy of note. 
On the Senate floor, brief consideration was given 
the question of abolishing the $100-monthly extra 
“incentive” pay received by physicians and dentists 
of the Army, Navy, Air Force, and U.S. Public 
Health Service. The matter was dropped but it will 
probably be revived, since the $100 additional is 
scheduled to be terminated in August, as far as in- 
coming medical and dental officers are concerned, 
and Congress must take affirmative action if the 
inducement pay is to be extended. 

Dr. Melvin A. Casberg, formerly dean of St. 
Louis University School of Medicine, succeeded 
Dr. W. Randolph Lovelace II as chairman of the 
Armed Forces Medical Policy Council, which co- 
ordinates personnel, hospitalization, supply, and 
other activities of the military medical departments. 

The House passed an appropriations bill that 
makes drastic reductions in the Veterans Adminis- 
tration’s 1952-53 budget for compensation of pri- 


vate physicians participating in its “home town” 
medical care program, the engaging and compensa- 
tion of consultants to veterans’ hospitals, and pay- 
ments of salaries to full-time medical employees in 
hospitals and regional offices. Probably it will be 
late May before Congressional action on the appro- 
priations bill is completed, and in the interval 
strenuous efforts are being made by Veterans Ad- 
ministration officials and certain members of Con- 
gress to temper the budgetary reductions. 

Representative A. L. Miller, a physician who 
once served as Nebraska state health officer, stated 
in a floor speech that Oscar Ewing might stand to 
gain financially by countrywide fluoridation of com- 
munity water supply systems, hence the advocacy 
of fluoridation by U.S. Public Health Service, 
which is a unit of Federal Security Agency. FSA 
Administrator Ewing issued a statement pointing 
out that he severed his connection with his old New 
York law firm nearly five years ago and anything 
it might do in behalf of companies favoring fluorida- 
tion for business reasons would mean nothing to his 
own pocketbook. 

There will be more committee hearings, more 
speeches and more charges and countercharges 
on subjects dealing with national health in these 
closing months of the present Congress. For the 
most part, however, they will serve as election cam- 
paign ammunition instead of being translated into 
statute. 


“After only a precursory examination, 
I find an extremely dirty scalp——" 
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Mrs. Ruth Best, expert on graphs, charts, and lettering 
which are a very important phase of visual education. 


Student Jane Kobukata and Prof. Ruth Coleman (right) 
inspecting a life-like replica of a human pelvis. 


Miss Sciacero works on a schematized model of the 
respiratory system to be used on a televised lecture. 


THE ARTIST 


NEAR AESCULAPIUS 


BY GUDREN OLSON 


As MorE and more general practitioners discover 
that they can make worth-while contributions to 
the medical literature, the availability of medical 
illustration service assumes increasing interest. 

There are approximately 250 medical illustrators 
in the United States today, with women predomin- 
ating by a three to five ratio. World War II, with 
emergency training of millions of men by co-ordi- 
nated visual technics, gave the entire scope of medi- 
cal illustration a boost. It proved to educators what 
the medical illustrator and advertising man have 
known for a long time: Teaching is more effective 
with the addition of something one can see. 

“Visual education” in medicine is more than 
movies and photographs. It includes also the 
graphic arts—not only drawings, but the charts and 
diagrams of scientific data which have been the 
sphere of the medical illustrator for the past fifty 
years. Very recently the animated motion picture 
was added, and the three-dimensional model also is 
fast becoming an essential reinforcement of the lec- 
ture method. 

At present there are nine schools in the United 
States and Canada which meet the standards of the 
Association of Medical Illustrators. The first was 
organized at Johns Hopkins in 1911 by the famous 
Max Brodel. A list of schools of medical illustration 
may be obtained from Mildred B. Codding, Secre- 
tary of the Association of Medical Illustrators, 721 
Huntington Avenue, Boston 15, Massachusetts. All 
of these institutions differ somewhat in specific pre- 
entrance requisites and training methods. 

Tom Jones, dean of American medical illustra- 
tors and head of the Department of Medical and 
Dental Illustration at the University of Illinois de- 
mands a sound background in art fundamentals, 
plus at least two years of college pre-medical sub- 
jects. At this second oldest and one of the most pro- 
gressive schools, usually fewer than five students are 
admitted each year. 

An embryo medical illustrator studies a minimum 
of twenty-two months under Mr. Jones. His course 
in some respects is more rigid than that of the medi- 
cal students. In order to work with professional 
people, he must understand their language. 
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The first year he must pass the regular medical 
course in anatomy. He draws in detail the dissec- 
tions, bones and organs of the body. The same holds 
true in a modified course in histology, embryology, 
and neurology. This, besides extensive studio 
work in techniques and media of illustration, such as 
wash drawing, crayon, pen and ink, and water col- 
ors, plus the preparation of charts and graphs, 
leaves little time for clock-watching. 

The second year covers practical applications of 
illustration in the publishing and medical fields. The 
student works from autopsy, dissection material, 
and in the operating room. He is instructed in 
modeling, casting, and the techniques for working 
clays, waxes, plastic, plaster, moulages, wood, and 
metals for three-dimensional models. Also he par- 
ticipates in the design and production of lay and 
scientific exhibits. 

The University of Illinois is the only school which 
tries to train a medical illustrator in less than three 
years. But Mr. Jones says, ‘The modern medical 
illustrator usually finds that the two year course is 
adequate to equip him for the exacting and mani- 
fold problems of his profession and for the respon- 
sibilities that rest on his shoulders.” Because of the 
small number of graduates each year, most of his 
students are placed when they complete training. 

A medical illustrator may find permanent em- 
ployment in medical schools, clinics, hospitals, 
public health departments and research institu- 
tions. Approximately half of the illustrators do free 
lance work, which includes supplying medical draw- 
ings to the parmaceutical houses for advertising to 
the medical profession. 

Educational programs on television offer a poten- 
tial outlet for medical illustration. With the in- 
creased public interest in health exhibits, and new 
media of illustration, the future holds fascinating 
promise for the illustrator reproducing in three 
dimensions. 

For a medical illustrator just out of school, em- 
ployed full-time by an institution, starting salaries 
range from $3,000 to $3,600 per year. The average 
for an experienced illustrator is from $4,000 up, the 
very top being about $10,000 per year. However, as 
in commercial art, the largest income goes to the 
busy free-lancer. 

Family doctors may wish to suggest this interest- 
ing and remunerative profession to younger patients 
who have artistic talent and an interest in science. 
Although the work is exacting and the field selec- 
tive, there is always room at the top for the really 


good. 
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Photos by Zalkin Mandelstam, student in the Department 
of Medical and Dental Illustration, University of Illinois. 


life-size transparent plastic model of pregnant 
woman with full-term fetus (which glows with light). 


SHALL I 


BY RALEIGH E.ROSS 


Tue doctor who has acquired a home of his own 
recently, unless he has built a considerable nest egg, 
has probably had to finance a substantial part of the 
cost through a first mortgage. His interest rate is 
likely to be 5 per cent, or 54% per cent. 

Insurance companies have various plans to enable 
a mortgagor to make sure that his family will not 
have to struggle with the mortgage payments should 
he die before the mortgage loan is paid. What are 
the chances of this happening? It depends, in part 
at least, on the age and the health of the mortgagor. 

The best statistics we have seen are as follows: 
For every mortgagor whose property is attacked by 
fire during the term of his mortgage, there are 16 
who die during this period. So it would appear that 
life insurance to cover the mortgage is at least 16 
times as important as fire insurance on the home. 
And the man whose home lacks adequate fire in- 
surance is likely to worry a bit. In fact, the mort- 
gagee, for his own protection, usually insists on fire 
insurance coverage. 

One might mention in passing that fire usually 


LEAVE THEM A HOME OR MERELY A MORTGAGE ? 


results in only partial damage, while death is always 
a total loss, particularly in the case of a physician, 
whose source of income stops abruptly with his 
demise. So mortgage protection through life in- 
surance is important. 

The earliest mortgage insurance plans offered, 
and many still use them, feature term insurance. 
Your mortgage is to run 15 years. Then you are 
offered insurance for 15 years only—*‘fifteen-year 
term.” Sometimes the plan is called “decreasing 
term” and the protection decreases about in pro- 
portion as your mortgage debt decreases. Then, 
also, your premium on the insurance may decrease 
each year. 

How much does term insurance cost? It depends 
on your age and the length of the term. Five-year 
term, for example, is a little cheaper each year than 
ten, fifteen, or twenty-year term. A man 35 can 
usually figure that the net cost of his term insurance 
will run about 1 per cent per year of the face amount 
of the policy. 

It should be mentioned that term insurance is 


ASSURED HOME OWNERSHIP 


THE EQUITABLE PLAN 


In case of premature death of Home Owner, pay- 
ments made towards mortgage principal will be a 
credited to family. For instance: ae 


»> If death occurs end of 5th year (after payment of 
MORTGAGE AMORTIZATION C— installment then due) the unpaid balance of mortgage 
GUARANTEED CASH VALUE cum amounting to wis 
DIVIDENDS 
1 will be marked “PAID” and family will own home 
= free and clear 
AND 
In event of your premature death, your 
R in addition, there will be a CASH PAYMENT to 
home FREE and CLEAR and in addition 
a CASH PAYMENT to your family. $1,807.40 
(End of th year) 
(exclusive of any Dividends) 
Value - -$ 
The Cash Value at this Point will equal the UNPAID 
B. Fully BALANCE of the Mortgage as reduced by the appli- 
Ss... Pald-up cation of Dividends 
~ mi Insurance $e 12 Years 4 Months 
5 
- At this point the mortgage will be completely repaid 
by applying Dividends yearly as they become due 
~ & to principal (without using Cash Value) 
. A NTEED 17 Years 1 Month 
* 
CASH VALUE 


LIFE INSURANCE PROTECTION MAINTAINED 
DURING REPAYMENT PERIOD OF MORTGAGE 
4 
CONTRACT YEAR YEARS MO. YEARS MO. 
OF INSURED AGE AGE 


almost entirely “pure protection,” with no invest- 
ment element. Only in very rare cases are there any 
cash values at the end of the term. And the divi- 
dends (on participating term policies) are very 
small. 

A large eastern company has come out with a 
plan which covers everything: they make the loan 
(at 4 per cent!) and they provide the insurance (no 
term—must be a permanent policy). 

There are two rather unusual features of this plan 
which is called, ‘Assured Home Ownership.” 

First, the plan builds a reserve fund which comes 
in handy if the mortgagor should be ill for a time 
and unable to meet his payments. This is provided 
by the cash value of the policy. 

Second, the Company permits pre-payments up 
to 20 per cent extra in each of the first five years 
without penalty. And from the fifth year on, a loan 
may be paid off in full without penalty. 

There are no extra charges, such as a service 
charge, or commission for making the loan. 

Now that we’ve considered the good points, let’s 
look at any possible defects in this plan. 

First, it is not available to everyone. If the mort- 
gagor is uninsurable—no dice. Also, his home must 
be in “tan approved area,” or the loan is not con- 
sidered. 

Second, the eastern insurance companies, par- 
ticularly, are conservative mortgage lenders. If you 


Cash Value alone at this point is equal to the UN- 
PAID BALANCE of the mortgage 


13 Years 7 Months 


OPTIONS AT END OF LOAN PERIOD 


1. Draw out cash value of $6,620.00 or 

2. Apply cash value at this point or later to pur- 
chase annuity (amount so applied must be at 
least $1,000) or 

3. Continue policy, without further premiums, on 
fully paid up basis for $10,000 or 

4. Continue policy for the full amount, without 
further pr , on the extended term basis . 
for LIFE. 


(Other options are available) 


want up to 80 per cent of valuation you may be able 
to get it through an F.H.A. (Federal Housing Ad- 
ministration) mortgage. The insurance company 
will seldom go more than 60 per cent of a conserva- 
tive valuation. Also, the limit in total amount of 
loan (regardless of the value of the home) under 
this Assured Home Ownership plan is usually not 
over $20,000. It varies in different localities. 

We might mention here that the current interest 
rate charged by most concerns making F.H.A. 
Loans totals 5 per cent-4% per cent interest and 
Y per cent extra to insure the loan for the holder 
of the mortgage. Some figure that the actual rate is 
closer to 5.2 per cent due to the peculiar way some 
of these loans are amortized. 

So, assuming that you are insurable, that your 
home is in a reasonably desirable neighborhood, and 
that you do not require too big a percentage of your 
home cost in a loan, it is probable that the Assured 
Home Ownership Plan will work out with maximum 
satisfaction to you. 

Let’s take, for example, Dr. John Smith who is 35 
(nearest birthday) and who has just purchased a 
home for $20,000. He needs a $10,000 first mortgage 
loan. How will the AHO plan work out for him? 

He examines a chart which makes the various 
features quite clear. (See chart.) 

If he should die at the end of the fifth year, for 
example, the unpaid balance of the mortgage 
($8,192.60) would be marked “Paid” and his fam- 
ily would own the home free and clear. In addition 
there would be a Cash Payment to his family (ex- 
clusive of dividends) of $1,807.40. 

In brief, if Dr. Smith dies at any time before the 
loan is paid, it is stamped “Paid,” and his family 
receives in cash all payments which have been made 
on the principal. 

Dr. Smith notices that at Point 2, 12 years and 
4 months after he started, the Cash Value of his 
policy equals the unpaid balance of the Mortgage 
as reduced by Dividends. In other words, through 
surrendering his policy for its cash value at this 
point, he can pay up his mortgage. 

Or, if he prefers he can go on about five years 
longer to Point 3 when the mortgage has been com- 
pletely repaid by applying the annual dividends, as 
they come due, to principal. Then he still has his 
policy which he can continue to pay up (3 years 
longer), or which he can cash in for $5,450; or on 
which he can take paid-up protection of $8,650. 

So, because of his insurance policy, with its grow- 
ing cash value and its annual dividends (both be- 
ginning at the end of the second year) Dr. Smith 
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may pay off his 20-year loan in 12 years and 4 
months or 17 years and 1 month. 

However, he may prefer to make his monthly 
payments for the entire 20-year period and then 
cash in his policy. Then he has his insurance policy 
with a cash surrender value of $6,620. He finds, in 
this case, that the average net cost of his $10,000 
insurance has been $11.40 a year, or $1.14 per year 
per $1,000 protection. 

Suppose, on the other hand, Dr. Smith decides to 
retain his policy. Then he has $10,000 paid-up in- 
surance that continues to pay annual dividends and 
to increase each year in cash value, without any 
further premiums from him. 

The payments he has made monthly (which in- 
clude principal, interest, and insurance premiums) 
have been $97.20. 

Dr. Smith will be told that the amount of the 
dividends and what they will do are estimates based 
on the 1951 scale and are not guarantees. 

He may prefer a longer, or a shorter mortgage 
payment plan (instead of 20 years). The company 
has available mortgage plans running for 10% 
years, 12, 14, 20 and 25. 

Dr. Smith may prefer that his Insurance Policy be 
on the Ordinary Life Plan instead of 20-payment 
life. This would reduce his monthly payments only 
slightly (from $97.20 to $86.70). Also, it would re- 
duce his policy cash values through the duration 
of the period. 

It is interesting to note that a 1 per cent interest 
differential per $1,000 on a 20-year loan paid in 
monthly payments is $129.46. In other words, if 
Dr. Smith has an AHO $10,000 loan at 4 per cent 
and his colleague Dr. Jones has a 20-year F.H.A. 
loan at 5 per cent, Dr. Smith pays $1,294.60 less in 
interest than Dr. Jones does. This $1,294 saving is 
of course far more than the net cost of the insurance 
protection. 

That the AHO plan has received wide acceptance 
the country over is indicated by the fact that in 
August, 1951, there were 70,000 homes covered by 
this plan representing loans (and insurance) of 
$380,000,000. In 1950 alone 25,172 home owners 
borrowed $151,170,950 under the AHO plan! 


Let’s look at an actual case of how AHO has 
worked in practice. 

Mr. “Jerry Jones” in early February, 1950, one 
year and 11 months after his $10,000 AHO policy 
was issued, became ill suddenly and died of coro- 
nary occlusion. The unpaid balance of the mortgage 
($9391.08) was paid off and a check for $661.54 
(including a post mortem dividend) was issued to 
Mrs. Jones. 

One could go on with a long list of such cases. 

In conclusion, it might be helpful to quote the 
Company’s suggestion on “How to measure your 
mortgage.” All of the 10 questions can be answered 


affirmatively if the AHO Plan is adopted. 


1. Does your present mortgage provide for com- 
plete amortization ? 

2. Do your present mortgage payments fit your 
budget? 

3. Is your mortgage interest reduced every 
month? (Many plans provide for interest reductions 
quarterly—or semi-annually.) 

4. Can you pay off your present mortgage faster 
than the contract requires if you wish to? 

5. Does your present mortgage give you the bene- 
fit of today’s low interest rates? 

6. Does your present plan provide for life insur- 
ance protection for you? (In some plans, only the 
lender is protected.) 

7. Under your present mortgage plan, if you 
should die, would your widow own the home free 
and clear? 

8. In the event of sickness or hard times, would 
your present mortgage plan provide a fund to carry 
itself for a reasonable period of time? 

9. Does your present plan provide extra cash for 
your family if you should die? 

10. Does your present plan provide for the build- 
ing up of a reserve fund which can be used to 
shorten the term of the mortgage? 


So, doctor, if you have acquired a mortgage— 
along with your home—some form of life insurance 
to stand between your loved ones and the mortgage 
loan, merits your serious consideration. 
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After Hours 


THE WORD DOCTOR 


BY M.G.HERMETET 


WHEN your phone rings at 3:00 a.M., it probably 
means an automobile accident, an acute appendix, 
a change for the worse in some gravely ill patient, 
or perhaps a baby has decided to be born. 

But to Dr. J. E. Schmidt of Baltimore, Md., a 
ringing telephone at that unholy hour may just as 
likely mean the semantic distress of an advertising 
copywriter, a newspaper reporter, some well-known 
author, or a script writer in Hollywood. 

For Dr. Schmidt, in addition to being a capable 
physician, is also a “word doctor”—the only one 
in the world, in fact, with or without a degree. His 
hobby has been a lifelong study of words and their 
meanings. Consequently ever-increasing numbers 
of craftsmen whose tools are words turn to him in 
extremis, for a word that is “just on the tip of their 
tongue.” 

Everyone has known the frustration of cudgelling 
his brain in an effort to call up a word or phrase 
which would express a particular thought. At such 
times we have appreciated the basic inadequacy of 
that much touted tome—the Dictionary. Basically, 
the thing operates backwards! It gives you the 
meaning of a word, all right, but if you have a 
“meaning” and want the right word to express it, 
then the Dictionary is no help at all. 

Dr. Schmidt became interested in word meanings, 
years ago, when he noticed that people retain mean- 
ings long after the words have been forgotten. So 
he began writing down meanings, hooked always to 
the related words. As his list grew in volume, he 
found it necessary to put each meaning or definition 
on a file card and to classify these cards according to 
meaning. In the past 22 years that original card box 
has grown to a whole battery of filing cabinets, con- 
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Quiet, Neologist at work. Dr. Schmidt, a Baltimore 
physician, demonstrates the workability of his filing 
system for more than 150,000 word definitions. 


taining over 150,000 separate definitions! And the 
list grows daily. 

The average adult may know the meaning of about 
20,000 words, when they appear in a sentence, 
where the context helps. It is unusual if he has 6,000 
that he uses accurately and with ease. Dr. Schmidt 
suggests that a physician or other professional man 
may be able to add another 10,000 to the first count 
and perhaps have a working vocabulary double the 
ordinary individual’s 6,000. But when you want to 
go further than that—you go to Dr. Schmidt. There 
just isn’t anyone else who can help you. 

For example, you may know that a moon that is 
less than full, but more than half full, is a Grpous 
moon. But suppose you have a patient who per- 
sistently picks at the bedclothes—how would you 
describe the action ? 

FLOCCILATION is the word. You may be familiar 
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with NEsTOR (an aged counsellor) or FALSTAFF (a 
sensuous braggart)—we wonder if a certain brewery 
knows about that—but are you aware that the care- 
less driver whose broken arm you set is a JEHU? 

Some meanings turn up with rather recondite 
words. A PRETERIST is one who turns to the past; 
TAPINOSIS is the use of base words about a noble 
subject; while noble words for a base subject is 
ADOXOGRAPHY. To sample a few more: HAECCEITY 
(state of being, here and now); scopaTe (brush- 
shaped) ; PAROREXIA (desire to eat strange foods) ; 
and PSEUDOGYNIST (a male writer who uses a fem- 
inine PSEUDONYM). 

Dr. Schmidt not only records and classifies words 
by meanings—he creates new words, as well. 
(Which makes him a NgoLocist.) He is parent to 
such new lexicological gems as XENOEPIST (one who 
speaks with a foreign accent), XENOPHASIA (speech 
marked by rapidity, intonation and gesticulation), 
and BULLAPACACUNCTATOR (one who procrastinates 
in paying bills)! He cautions against using the latter 
word in addressing your laggard accounts, how- 
ever. It has been copyrighted by the collection 
agency for whom he coined it. 

For the physician, some of the other products of 
the Schmidt word shop will have professional in- 
terest, in their dealings with certain patients. There 
is a KOIMETERIONOPHILIST (one who loves to frequent 
cemeteries) ; EXEQUIPHILIST (one who likes to attend 
funerals) ; ITHYPHALLIFIC (causing erection of the 
phallus) ; MAMASKEPsis (obsession to view a woman’s 
breasts) ; KNEMESKEPSIS (undue preoccupation with 
watching girl’s legs); OMPHALOSKEPSIS (meditation 
while gazing at the navel); and catuicoLpy (beauty 
of the feminine breast). 

Although not his own creation, one should not 
overlook CALLIPYGIAN (beautiful buttocks), which 
he uncovered (the word, that is) at the behest of a 
textile manufacturer who desired to enliven the 
language of his ads on feminine undergarments! 

Dr. Schmidt’s voluminous files are not limited to 
polysyllabic lexicographic jaw breakers, however. 
When one agricultural authority wanted a word to 
express both soil conservation and soil improve- 
ment, the answer was SOIL CosMEsIS. And when a 
medical economics writer asked how to describe the 
palsy afflicting a young medico when he meets his 
first patient, the calm reply was BUCK FEVER! 

Born of Latvian parents in Boston, 48 years ago, 
young Jack Schmidt was taken back to Riga four 
years later and it was not until 1921 that the family 
was able to return to America—this time to Balti- 
more. During the years in Europe he acquired a 


well-grounded familiarity with Latvian, German, 
and Hebrew, as well as English. He crowned an 
enviable scholastic record by graduating with honors 
from both the School of Pharmacy (1932) and the 
School of Medicine (1937) of the University of 
Maryland. 

His intimates are amazed at the drive and energy 
which has enabled him to make this stupendous 
word compilation without too much sacrifice of his 
medical practice. 

Nor does that sum up his accomplishments. In 
fact, Dr. Schmidt is truly a PoLyHisToR (one with a 
wide knowledge of things). He is something of an 
authority on radio and electronics and is collab- 
orator on a new textbook “Principles of Radio.” 
He has invented a number of electrical gadgets and 
is a frequent contributor to magazines of popular 
science and mechanics. 

His work in devising a method for detecting mi- 
nute traces of carbon monoxide in medicinal gasses 
won his name a place in the Time Capsule of New 
York World’s Fair fame. He is frequently asked by 
authors of textbooks and monographs to ferret out 
word errors—including books on the correct usage 
of English. His inventions and modifications in the 
field of medical equipment include an improved de- 
vice for administration of plasma and intravenous 
solutions, and an improved sphygmomanometer 
cuff. 

This life-long fascination over words and their 
meanings is finally beginning to pay off, in more 
concrete ways than the recognition and respect of 
some of the country’s leading educators and most 
famous writers. Dr. Schmidt will soon start a daily 
‘vocabulary column” in the Baltimore Sun and has 
recently contracted for publication of a “reverse 
dictionary” which will compress his banks of card 
files into one printed volume. (He has little liking 
for that title, however, preferring to think of the 
proposed book as a “Vocabulary Guide.”) He has 
also started compiling a medical dictionary that is, 
similarly in reverse, called Medical Word Finder. 

But he insists that all this is still only a hobby— 
that he is first of all a physician. He accepts no fees 
for his word-definition consultations and the cost of 
compiling his cross-indexed card files and of his vol- 
uminous correspondence with word-hungry people 
all over the country comes out of his own pocket. 
This is a labor of love, motivated by a deep convic- 
tion that our basic language can gain in richness and 
a finer exactness of expression, through a more 
intimate understanding of the thousands of words 
it can provide. 
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The noted author and dean of American vocab- 
ularists, John Baker Opdycke, recently wrote to 
him: “I envy you your fullness of learning, your 
insatiable quest in a field as inexhaustable as any 
field of scholarly endeavor may be, and your per- 
sistence in tracing down the wayward children of 
the Mother Tongue.” 


The next issue of the Supplement to Who’s Who 
in America will include reference to Dr. Schmidt 
and his word-definition file. The good doctor com- 
ments, somewhat wryly: “It is remarkable that my 
work in medicine and my research in science never 
brought me anywhere near Who’s Who—but a 
mere hobby did!” 


The mamaskepsis, knemeskepsis patient. (See page 108.) 
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ANOTHER MOSBY BOOK! 


RHEUMATIC 
DISEASES 


DIAGNOSIS AND TREATMENT 


By EUGENE F. TRAUT, M.D., F.A.C.P., Associate (Rush) Clinical Professor of Medicine, Uni- 
versity of Illinois; Attending Physician to the Cook County Hospital and to the West Suburban 


Hospital, Oak Park, Illinois; Associate Attending Physician to the Presbyterian Hospital of 
Chicago; Director of the Arthritis Clinic of Cook County Hospital; Lecturer on Arthritis in the 
Cook County Graduate School of Medicine; Member of the American Rheumatism Association. 
800 pages, 192 illustrations. (In Preparation.) 


Rheumatic diseases are the greatest cause of chronic illness 
in America today. 7,500,000 Americans have ‘“‘rheumatism.” 
Counting their families, at least 30,000,000 Americans have 
a deep, personal concern in joint disease. 


Of these, 1,500,000 have degenerative joint disease. With 
increase in the average age of our population arthritis has 
become a leading geriatric problem. Invalids from joint 
disease and rheumatism number 750,000. People disabled 
by rheumatic diseases exceed those invalided by diabetes 10 
to 1; by tuberculosis 10 to 1; and by cancer 7 to 1. 


Your chances of having a fair percentage of these patients 
afflicted with joint diseases are in proportion to the number 
of patients consulting you right now. 


Your need for the last word on the diagnosis and treat- 
ment of rheumatic diseases is as great as the percentage of 
those patients coming to your office. 
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To give the book the fullest service, Dr. Traut has put it 
in language understandable to the student—has made it of 
practical value to the internist and the GP—and given it 
enough substance for use as a reference and source book to 
the rheumatologist. 


He has covered both new and well-established measures 
for prevention and cure of endocarditis. 


His methods of therapy are based on years of work on 
rheumatic disease in the laboratory as well as at the bedside 
of patients suffering with rheumatic disease. 


The importance of physical medicine is fully recognized, 
and in these descriptions Traut has been guided by the 
views of the Council on Physical Medicine of the American 
Medical Association, the American Congress of Physical 
Therapy, the American Society of Physical Therapy Physi- 
cians, and the Academy of Physical Medicine. 


To avoid repetition, he has discussed etiology of most 
joint diseases in one chapter. Similarly, rather than repeat 
pain, stiffness, swelling, and disability in separate chapters 
dealing with various joint diseases as entities, he describes 
the symptoms of the majority of arthritides in a single 
chapter, calling attention to exceptions or peculiar charac- 
teristics of each type. Thus, there are chapters based on 
cause, manifestations, and treatment—rather than chapters 
dealing exhaustively with kinds of arthritis having many 
similarities and few distinctions. 
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The C. V. MOSBY Company, 3207 Washington Blvd., St. Louis 3, Missouri. 


Please enter my order for: 


Traut’s RHEUMATIC DISEASES—Diagnosis and Treatment. 


C Ship and bill. 


| Notify me upon release. 
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Biological Antagonism. By Gustav J. Martin, Sc.D. Pp. 516. 
Price, $8.50. The Blakiston Company, Philadelphia, 
1951. 

This new and rather spectacular book somewhat util- 
izes the old theory of Ehrlich in his famous “lock and 
key” analogy regarding immunology. Dr. Martin has 
brought a new concept of biological antagonism involv- 
ing the idea that there are 100 per cent specificities in 
any biological system. Every single molecule, itself 
alone, possesses a function not shared by any other, 
even though it may be closely related to another mole- 
cule. 

This book is divided into twenty-two chapters in- 
volving enzyme chemistry, chemistry of the vitamins, 
purines, ion antagonisms, inorganic metabolite antagon- 
isms, drug resistance, and bacterial adaptation. This 
latter leads to the scientific discussion of the basic fac- 
tors of chemotherapy. Each chapter is initiated by a 
short outline, a chemical review of the problem, a dis- 
cussion of the immunological phenomena, and a general 
discussion of the problem, with a very intelligently 
written recapitulation on the subject at hand. The sec- 
tions relating to folic acid antagonists and the general 
problem of tumor antagonists is ably discussed, as well 
as an extensive discussion of hormone antagonisms. 
Dr. Martin has divided biological antagonists into two 
general types—natural and synthetic. 

This book is an excellent contribution to a very com- 
plicated subject and more or less initiates the concept 
of a new science. The book will never be a best seller nor 
will it be used by many for the purpose of bedside read- 
ing. It is, however, an excellent source book of informa- 
tion and Dr. Martin’s summary of the knowledge in the 
field of displacement constitutes a distinct contribution 
to our evanescent and somewhat obscure medical 
horizon. 


—Paut M.D. 


Fractures & Joint Injuries. By Sir Reginald Watson-Jones. Pp. 
443. Price, $22.00 per set. Vol. I. 4th Ed. The Wil- 
liams and Wilkins Company, Baltimore, 1952. 

It is ten years since the third edition of this outstand- 
ing work on orthopedics was published. The author has 
had the opportunity to incorporate all the valuable ex- 
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periences of World War II. It is unfortunate that both 
volumes are not ready at the same time but publishing 
consecutively seems to be the method these days. Volume 
I has about forty more pages and 100 more illustrations 
than the former volume I. It isa handsome book, well 
printed and beautifully and profusely illustrated. Those 
who know the author are well aware he is not one to 
mince over ideas and opinions and the book expresses his 
tremendous knowledge, skill and adroit method of pres- 
entation. Of course there will be some differences of 
opinion on many points. For example, at one point he 
gently rubs in penicillin-sulfathiazole powder before 
applying a skin graft. Whatever is done in the rest of the 
country, hands would be thrown up in horror if this 
were done in our community. I have compared Volume 
I with other current books on orthopedics and this 
seems to me to be a most solid and thorough presen- 
tation of the best in the field. I am anxiously awaiting 
the arrival of the promised Volume II. 
—Sran.ey R. Truman, M.D. 


Diseases of the Ear, Nose and Throat. By Georges Portmann, 
M.D. Pp. 728. Price, $20.00. The Williams and Wilkins 
Company, Baltimore, 1951. 

This book was designed by the author as a — 
volume covering the basic anatomy, pathologic and nor- 
mal; the physiology and functions under pathologic 
conditions, and laboratory techniques, as a basis for the 
clinical and technical examination of the ear, nose, and 
throat. 

The subject matter is divided into five major divi- 
sions: The Auricular Apparatus; Nasal Cavities; Mouth 
and Pharynx; Larynx, Trachea, Bronchi; Esophagus, 
as well as a final chapter covering laboratory techniques 
and methods. Each subject has a complete anatomical 
description, a brief physiologic resumé and then 
launches into a description of the clinical examination 
of each major division, including a history of the present 
illness, the personal and hereditary history as well as 
the usual objective and subjective symptoms associated 
with pathologic conditions. 

Then follows a description of the direct and indirect 
examination and testing of each organ, including minute 
directions for the use of various instruments utilized in 


N 
N 
N 
5 


Fifth Floor Reading Room 
and the Athenaeum Entrance, 
Boston Public Library. 


From among all antibiotics, 


Obstetricians and Gynecologists often choose 


Hydrochloride Crystalline 


Because 

Aureomycin diffuses so rapidly that it becomes 
available immediately to all the tissues in and 
about the pelvis. 

Aureomycin readily passes into the blood 
stream, and through the placenta into the fetal 
circulation. 

Aureomycin may be given by the oral, or in 
an emergency by the intravenous, route. 


Aureomycin has been reported clinically ef- 

fective when used systemically against suscep- 
tible organisms in many gynecologic and ob- 
stetrical infections, including: 
Parenteral and Post-partum Infectious Complica- 
tions Mastitis Thrombophlebitis Pyelitis 
of Pregnancy © Staphylococcal Infection in the 
Newborn 


Throughout the world, as in the United States, aureomycin is recognized 
as a broad-spectrum antibiotic of established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100; 250 mg.—Bottles of 16 and 100. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION american Cyanamid company id company 3() Rockefeller Plaza, New York 20, N. Y. 
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the diagnosis of pathologic conditions of these organs. 
The author has used drawings and photographs pro- 
fusely as well as colored plates, in an effort to demon- 
strate the correct technical usage of each instrument to 
show major pathologic findings. He has succeeded so 
well in portraying each step in the use of the instru- 
ments that nearly any physician can obtain a good work- 
ing knowledge of such examinations. An explanation of 
the reason, as well as detailed directions for performing 
the various functional tests on the middle ear are par- 
ticularly impressive as in the labyrinthine apparatus. 

The book is well translated from the French and is 
very readable. The publishers have used large print on 
good paper and the illustrations are good. 


There is essentially no therapy covered but the gener- 
al practitioner who does his own ear, nose, and throat 
work will find this an excellent book for technical pro- 
cedures and anatomy, while the ear, nose, and throat 
specialist will also use it as a very good one-volume 
reference work. 

—lIvan C. Heron, M.D. 


Principles and Practice of Obstetrics. By J. P. Greenhill, M.D. 
Pp. 1,020. W. B. Saunders Company, Philadelphia, 1951. 


The Principles and Practice of Obstetrics has been com- 
pletely revised and rewritten, and as might be expected, 
with the voluminous reading and reviewing of all obstet- 
ric literature conducted by the author, is modern and 
explicit in every detail. Likewise the bibliography is 
such that the reader may quickly find more detailed 
information on techniques for which there is not space 
in a volume of such completeness. 

The four collaborators who have written separate sec- 
tions have made an outstanding contribution. The sec- 
tions on anesthesia, venous complications during the 
puerperium, and psychology of pregnancy, labor, and 
puerperium are of good practical value. 

There has been a complete reorganization of the mate- 
rial and many of the old illustrations have been deleted 
with 151 new illustrations added. Classifications of con- 
ditions have been simplified and brought to uniformity 
with other authors. It is one of few books that has re- 
moved many of the inherited taboos, and stresses the 
importance of vaginal examinations and cervical inspec- 
tions during pregnancy. 

As has been true in the past, pictures and details of 
technique and measures of treatment are complete and 
explicit, and the newer data have been added in similar 
form, making it of extremely practical value to the prac- 
titioner. —J. Mitron Sincieton, M.D. 


Hypertension. A Manual For Patients With High Blood Pressure. 
By Irvine H. Page, M.D. Pp. 101. Price, $3.00. Charles 
C. Thomas, Springfield, IIl., 1951. 


Dr. Page devotes a good portion of the book to a dis- 
cussion of the philosophy that the hypertensive should 
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follow. He stresses the need for serenity and equanimity, 
and makes a plea for the religious outlook on life. 

He describes the type of examination that all hyper- 
tensives have a right to expect from their physicians. He 
describes the sphygmomanometer, the electrocardio- 
graph, the ballistocardiograph, cardiac catheterization, 
and the function and structure of the heart, blood ves- 
sels, and kidneys. He also discusses such terms as myo- 
cardial infarction, coronary thrombosis, uremia, arteri- 
osclerosis, and malignant hypertension. He explains the 
causes and mechanism of hypertension. He mentions 
many of the recent drugs that have been used for the 
treatment of hypertension, and evaluates them. He de- 
votes several pages to a discussion of medical and surgi- 
cal treatment of hypertension. 

This book is very readable and contains valuable in- 
formation for the intelligent layman. It is authoritatively 
written and the author draws from his large clinical and 
research experience. However, much of the material is 
over the head of nonmedical people. In the early 
part of the book, Dr. Page writes: “The exact pres- 
sure varies considerably, but when it rises much above 
140 mm. of mercury, it is considered abnormal.” Al- 
though Dr. Page explains in more detail later in the 
book what readings may be considered high and abnor- 
mal, the statement quoted leaves the impression with 
the layman that anything above 140 mm. of mercury 
means high blood pressure. 

It is a useful manual and can be recommended with 
confidence for people who are engaged in services allied 
to medicine, such as nurses, medical assistants, social 
workers, physiotherapists, and medical technicians. 
While the intelligent non-medical people, can derive 
much benefit from this book, it is questionable whether 
the average patient with hypertension will be able to 
comprehend much of the material. 

—Aaron H. Hortanp, M.D. 


The Physician as Man of Letters, Science and Action. By Thom- 
as Kirkpatrick Monroe, M.D. Pp. 257. Price, $4.50. 2nd 
Ed. The Williams and Wilkins Company, Baltimore, 1951. 

Dr. Monroe would like you to know that men who 
study medicine are often men of various talents. For 
many years he has been “a collector of data relative to 
medical men who distinguished themselves in other 
ways than in the practice of medicine.” 

This book is a series of thumbnail biographical 
sketches of such men, divided into classifications of their 
other contributions, such as Poetry, Invention, Politics, 
the Church, Soldiering—even Piracy. 

Did you know that Keats and Schiller were physicians 
—that the inventor of the Gatling Gun was a doctor—or 
that Clemenceau, the “‘Tiger”, practiced for a time at 
Montmartre? 

Discovering interesting facts about men of medicine 
makes light pastime reading. This book might also be 
recommended for the physician who is interested in the 
history of medicine. —Mrs. Hucu H. Hussey 
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SEDAMYL is not a barbitu- 
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and samples on request. 


Because sEDAMYL® quickly helps overcome anxiety, 
apprehension, and nervousness without causing 
drowsiness, “hangover”, or impaired perception, it 
is considered ideal for low-level daytime sedation. 
Under the gentle influence of sepaMyt, the patient 
feels as though he is having one of his “good” days. 


SEDAMYL is quickly absorbed, affording rapid and 
full response. Readily metabolized, it is well tol- 
erated in therapeutic doses and does not produce 
undesirable circulatory or respiratory effects. 


SUPPLIED: Tubes containing 20 tablets; bottles 
containing 100 tablets; each tablet provides 0.26 
Gm. (4 gr.) of acetylbromdiethylacetylcarbamid. 
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AAGP Assembly in Atlantic City a Standout 


“THE attendance may not have gone as high as an- 
ticipated, due to the bad weather, but the quality of 
interest was the highest I've ever seen at any medi- 
cal meeting.” 

So spoke one experienced observer at the conclu- 
sion of the Fourth Annual Scientific Assembly. In 
fact, that seems to best describe the whole spirit of 
the meeting. 

Any gloom because cf the rain which dominated 
the Sunday and Monday atmosphere, or disappoint- 
ment because registration would not reach hoped- 
for proportions, faded amid expressions of satisfac- 
tion from the audience, speakers, and exhibitors. 

This meeting seemed to be notable for the uni- 
form high quality of its program and for the con- 
centrated attention which attending physicians gave 
to both technical and scientific exhibits. 

Over-all registration hit the 4,295 mark which 
compares favorably with last year’s attendance. 

Sectional interests were laid aside in the interests 
of “what's best for the Academy.” Unanimity pre- 
vailed when the time arrived for electing new of- 
ficers. The slate of candidates named by the nomi- 
nating committee was unanimously accepted by the 
Congress of Delegates. 


Dr. R. B. Robins of Camden, Arkansas, a popu- 
lar and wise leader, advanced to the presidency. He 
will be backed in his leadership, during the coming 
year, by an outstanding group of capable men. U. 
R. Bryner of Salt Lake City is president-elect, and 
Lester D. Bibler of Indianapolis, Ind., is vice-presi- 
dent. The three new members of the Board of Di- 
rectors are Malcom E. Phelps of El Reno, Okla., 
William J. Shaw of Fayette, Mo., and Ivan C. 
Heron of San Francisco, Calif. 

The Board called on Dr. W. B. Hildebrand of 
Menasha, Wisconsin, to continue in the chairman- 
ship a second year and elected H. T. Jackson to be- 
come treasurer and Finance Committee chairman. 

J. S. DeTar of Milan, Mich., was re-elected 
speaker of the Congress of Delegates and Norman 
R. Booher of Indianapolis was named vice-speaker. 

A report on important action taken by the Con- 
gress of Delegates appeared in the Secretary's News- 
letter last month. 

As the Fourth Assembly is now history, members’ 
eyes are shifting to the Midwest—St. Louis, Mis- 
souri, in 1953. 

The pictorial presentations on succeeding pages 
portray this significant national meeting. 


Academy Reports and News 
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Good representation. Members of the Congress of Delegates gathered in force March 23 in Haddon Hall for their first ses- 


At right-left to right: Dr. U. R. Bryner of Salt Lake City, 
Utah, is president-elect of the Academy. Right: Dr. William 
B. Hildebrand of Menasha, Wis., chairman of the Board of 
Directors, gives his report to the Congress of Delegates. 


Above: Three new members of the Board of Directors (left to right)—Drs. 
Malcom E. Phelps of El Reno, Okla., William J. Shaw of Fayette, Mo., and Ivan 
C. Heron of San Francisco, Calif., will serve three-year terms. In the cut at 
right: Dr. H. T. Jackson of Ft. Worth, Tex. (left) was named treasurer by the 
Board of Directors. Indianapolis, Indiana‘s Dr. Lester D. Bibler (right) was the 
Delegates’ choice for vice-president. 


All sections of the country 
were represented at a panel 
discussion on state chapter 
meetings held during the 
State Officers’ Conference. 
Mac F. Cahal, A.A.G.P. Ex- 
ecutive secretary, was mod- 
erator for the group com- 
posed of Drs. Floyd Bratt, 
New York; (left to right), E. 
Clarkson Long, Michigan; 
H. March t-Robi 
nois; Van D. Goodall, Texas; 
Antonio J. Franzi, California. 
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sion at the Assembly. Their activities terminated with the election of officers and the annual Delegates’ dinner March 25. 


Right: Dr. J. S. DeTar of Milan, Mich., who was re-elected Speaker of the Con- 
gress of Delegates, wields the gavel at Delegates’ session in Haddon Hall. 


Above, left: Dr. Harcourt 
B. Church, president of 
the Canadian Medical So- 
ciety, was guest speaker 
at the State Officers’ din- 
ner. Above, middle: Mac 
F. Cahal gives his report 
from the A.A.G.P. head- 
quarters’ office in Kan- 
sas City to the Congress 
of Delegates. Above, 
right: Dr. Merrill Shaw of 
Seattle, Wash., a Board 
member and Commission 
on Education chairman, 
speaks to the Delegates. 


After a full afternoon in 
conference, State and 
Academy officers gather 
for the annual State Of- 
ficers Dinner in Haddon 
Hall's Rutland Room. 
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Dr. DeTar was moderator at the discussion on public relations among Dr. John Cline 
(left to right), Louis B. Seltzer, Leonard Read, and Rollen Waterson. The “Problem 
Drinker” panel (below) consisted of moderator Andrew Tomb (left to right), Milton 


G. Potter, George H. Gehrmann, Selden D. Bacon, Harold Lovell, and Rt. Rev. Clinton 
S. Quin. Mr. W. G. W. is not shown. 


The Forties was the topic of the lecture by Dr. Rich- 
ard Kern (above) and the problems of Teenagers 
were handled by Dr. O. Spurgeon English (below). 


Information Please was placed in the 
hands of a panel composed of Drs. 
Julius H. Comroe (left to right), 
Jerome W. Conn, Wallace M. Yater, 
John C. Krantz, Jr., Hans Selye, and 
Cyril M. MacBryde. 


Good public relations. Audience interest in the scientific programs is evident with an attendance of 
nearly 2,000 persons at the opening session on public relations in the ballroom of Convention Hall. 


Left: Dr. William Dameshek spoke 
on treatment and mistreatment of 
anemia at the closing afternoon lec- 
ture March 25. 


Center: Kansas City’s Dr. Rex Diveley, 
a specialist in foot trouble, told his 
audience about foot imbalance at the 
final program session of the Assembly. 


Right: Dr. Robert B. Greenblatt opened 
the March 25 afternoon session with 
a lecture on pts and 
misconceptions of sterility and threat- 
ened abortion. 
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Spring flowers and b ts dominated the setting of the ladies luncheon which honored Mrs. J. P. Sanders, wife of the Acad- 
emy’s retiring president. Mrs. Edwin Rosner (standing), chairman of Ladies Entertainment Committee, presided at the head 
table. Her vice-chairman, Mrs. Vincent Campana (left to right), and Mrs. Arthur Trewhella, chairman of the Hospitality Commit- 
tee for the Ladies, are seated in front of the palms. 


Integration of the scientific ex- 
hibits with the program, an in- 
novation in medical conven- 
tions, was one of the high- 
lights of the Assembly. 


As pretty as a picture best describes the panorama view of the 187 technical exhibits and 48 scientific exhibits displayed for ‘i j | 
4 


Celebrity at the Author's Tea, Dr. Frank G. Slaughter, 
has just autographed a copy of his latest book, “East 
Side General,” for his hostess, Mrs. Edwin Rosner. 


Chairman Arthur F. Trewhella of General Com- 
mittee on Arrangements wel d doctors, 
their wives, guests, and exhibitors at opening 


of scientific program. 


There wasn’t room for one more person at the Assembly's social highlight—the banquet—in Convention Hall. 
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fe the nation’s family doctors. Scientific exhibits and technical exhibits were integrated with the Assembly’s scientific program. 


Below: The big three—President-elect Bryner, Congress 
of Delegates’ Speaker DeTar, and President Robins— 
clasp hands in a pledge of leadership for the A.A.G.P. 


Dr. J. P. Sanders, retiring Academy president, hands 
the gavel, symbol of leadership, to his successor, 
Dr. R. B. Robins, who is at the helm for 1952. 


Bermuda bound. The first group to leave on the A.A.G.P.’s 
Bermuda trip is shown at International Airport in New 
York City after attending the Assembly in Atlantic City. 
Others left by boat two days later. All attended a one- 
day program at the Elbow Beach Hotel and then en- 
joyed a 10-day holiday before starting homeward. 


Below: Officers and members of the new 
Board of Directors lunch together at the 
conclusion of the 1952 Assembly. The 
vacant chair (upper left) belongs to Dr. 
H. T. Jackson, treasurer. Shown are (left 
to right), Mac F. Cahal, executive secre- 
tary; Dr. Joseph Lindner, 1952 chair- 
man of the committee on scientific as- 
sembly, Dr. William Buecheler; Dr. R. B. 
Robins, president; Dr. Malcom Phelps; 
Dr. U. R. Bryner, president-elect; Dr. 
Merrill Shaw; Dr. William B. Hildebrand; 
Miss Helen Cobb, assistant to Mr. Cahal; 
Dr. J. P. Sanders; Dr. Murland Rigby, Dr. 
John Fowler, Dr. William Shaw, Dr. J. S. 
DeTar, speaker; and Dr. Lester D. Bibler, 


vice-president. The Assembly photographs 
were taken by Fred Hess 
and Son, Atlantic City. 
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ONE TUBE DOES DOUBLE DUTY 
IN THIS MAXICON 


Versatile is the word for this Maxicon. Capable of a wide 
range of diagnostic service, it has ample facilities for both 
radiography and fluoroscopy, horizontally and vertically. 

Hand-tilt or motor-driven, the single-tube radiographic 
and fluoroscopic table is designed for operation with 100 


or 200 ma generators. Its table-mounted tube stand makes 
it compact — ideal for small room. 

See your x-ray representative or write X-Ray Depart- 
ment, General Electric Company, Milwaukee 14, Wiscon- 
sin. Room F-5. 


GENERAL ELECTRIC 


GP e May, 1952 


hy 
| 
tea 
: 
é 
7 
‘tae 
: 


Therapy for Mixed Somatic and Psychic Complaints 


Illness may be divided into: 

a.) that which begins by a disturbance of func- 
tion with physical breakdown (primary or- 
ganic). 

b.) that which begins in the psychic or emo- 
tional sphere and may eventually lead to 
physical breakdown (psychosomatic). 


Stevenson’ categorizes diseases according to the rela- 
tive amounts of psychic and physical manifestations 
uncovered during interview with the patient. 
Burlingame’s‘ classification, upon which the following 
chart is based, evolved from a similar thesis. 
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Diagnosis: people differ widely in their predisposi- 
tion toward disturbances of emotional origin. The 
patient with greater constitutional predisposition de- 
velops illness under a relatively low level of stress; 
whereas the more stable individual can make good 
adaptation until exposed to a higher intensity of stress. 
For this reason examination should evaluate: 


A.) Factors such as — 
Emotional stability and family history. 
Interpersonal relationships. 
Life situations at work, in family and 
social areas. ( Stevenson’) 


B.) Complaints offered by patient — 
lump in throat, — substernal pain, 
palpitation, sweating, 
fatigue, sick to stomach, 
diarrhea, menstrual irregularities. 


C.) Complaints elicited by questioning patients— 

admission of chronic anxiety, irritability, 

e.g. 4 fear of illness and/or economic loss etc., 
difficulty in dealing with others. 


D.) Findings on examination of the patient: 
muscular tenseness, moist skin, dry 
mouth, variable pulse rate etc. (Ebaugh’) 


Ebaugh’ reports that somatic manifestations of such 
illness are intimately related to the balance between 
sympathetic and parasympathetic nerve tonus. Since 
emotions relayed via the hypothalamus, activate both 
adrenergic and cholinergic discharges, continuous 
emotional stress and anxiety result in functional 
disturbances. 


Treatment of such conditions, therefore must be 
based on two methods of management: 


1.) psychotherapeutic — to help patient ad- 
just to stressful situations with minimal 
emotional trauma. 


medicinal — to relieve the patient’s symp- 
tomatic distress and concern over his illness, 
thereby making him more amenable to 
psychotherapy. 


Bellergal — is particularly suited as an adjunct to 
psychotherapy for functional disorders. MacFadyen* 
explains the rationale of this therapy as follows. Beller- 
gal contains: 


1.) Ergotamine tartrate and Bellafoline—these 
block sympathetic and parasympathetic im- 
pulses respectively, thus inhibiting transmis- 
sion of stimuli which originate from emo- 
tional centers. 


phenobarbital — which inhibits the exag- 
gerated response of the neurotic patient to 
stressful situations. 


This combination “. . . subdues the central, sym- 
pathetic and parasympathetic activities in such a 
manner that the dominance of any one division 
is gradually decreased to a point where normal 
balance is re-established.”* 


BIBLIOGRAPHY 
1. Stevenson, I.: G. P. 4; 59, 1951. 
2. Ebaugh, F.: Postgrad. Med. 4; 208, 1948. 
3. MacFadyen, B.: Am. Pract. 2: 1028, 1951. 
4. Burlingame, C.: Connecticut M. J. 14: 493, 1950. 


The Sandoz Scientific Department has prepared a 
booklet entitled Atlas of Emotional Disorders, useful 
for explaining the basic origin of functional disorders 
of the various systems. These are available by writing to: 


Sandoz Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 
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J. DeWitt Fox, M.D. 


First Year’s M & R Awards 


Given to Drs. Fox and Miller 


D. G. Miller, Jr. 
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Two $1,000 Cash Prizes Presented General 
Practitioners for Best Articles Printed in GP 


Two general practitioners, Dr. J. DeWitt Fox of 
Washington, D.C., and Dr. D. G. Miller, Jr., of 
Morgantown, Ky., received the first year’s M & R 
Awards which were presented by M & R Award 
Committee chairman, Dr. Charles McArthur, dur- 
ing the A.A.G.P.’s Fourth Annual Scientific Assem- 
bly in Atlantic City. 

The awards, two $1,000 cash prizes, were pre- 
sented to these two Academy members for their con- 
tributions which were published in GP during 1951. 

M & R Laboratories is the donor of these awards 
which are to be presented annually by the American 
Academy of General Practice to the two Academy 
members who contribute the most significant arti- 
cles for publication in GP. This is the first presenta- 
tion since the grant plan was announced by M & R 
last year. 

The two scientific articles which were selected as 
the basis for the 1951 awards were Dr. Miller’s 
“Bites and Stings” which appeared in the July, 
1951, issue and “ACTH and Cortisone—Miracle 
Therapy or Medical Tool?” by Dr. Fox which was 
published in the February, 1951 GP. 


Member of lowa Chapter Named 
Des Moines’ “‘Woman of the Year” 


Dr. Newte S. Noste of Des Moines, an emeritus 
member of the Iowa chapter of the A.A.G.P., was 
recently named Des Moines’ ‘Woman of the Year.” 

The selection was made by the women’s depart- 
ment of the Chamber of Commerce for Dr. Noble’s 
service to the community. Dr. Noble retired in 1949 
when she was 73. 

She had practiced 44 years as a general practi- 
tioner and obstetrician. Among her projects were 
assistance to poor and underprivileged families in 
Des Moines and nursing homes for sick and elderly 
persons. 

Dr. Noble is a past president of the American 
Women’s Medical Association. 


University of Minnesota Presents 
Many Courses for Family Doctors 


Tue University of Minnesota held a continuation 
course in proctology at its Center for Continuation 
Study in Minneapolis April 14-19. 

The course was intended primarily for doctors 
engaged in general practice. All aspects of ano- 
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.; Recognition that abnormal hunger has 
both a physiological and psychological 
basis leads to more efficient medication 
for the successful restraint of 
overeating (“the one consistent and 
demonstrable finding in obesity”). 


CYCOTIN. 


acts in both ways to help 
patients succeed. 


Physiological restraint of abnormal hunger — 
by the non-nutritive bulk of hydrophilic 
methylcellulose (500 mg. per tablet). 


Psychological aid in combatting the 
depression and anxiety that lead to 
compulsive overeating—by the miood- 
elevating action of d-amphetamine 
phosphate (2.5 mg. per tablet). 
Average Dosage: Two tablets with 
water three times daily, one-half 
hour before meals. 
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rectal disease were considered in which the regis- 
trants for the course took an active part. 

Dr. Garnet W. Ault, professor in the department 
of proctology at Georgetown University, Washing- 
ton, D.C., was the visiting faculty member. 

Earlier courses particularly designed for general 
practitioners were on radiology March 2-5; thera- 
peutics on March 24-26; and surgery on April 7-9. 


New Internship Program to Begin 
July 1 in Denver, Colo., Hospitals 


A New type of internship will be offered to medical 
students in Colorado beginning July 1. This pro- 
gram is sponsored by the participating private Den- 
ver hospitals and the University of Colorado School 
of Medicine. 

The new Community Hospitals Internship will 
be tried for one year and if it proves successful, it 
may become a regular part of the training of young 
physicians in that area. This program will be in 
addition to the regular Denver General Hospital in- 
ternship which has been offered for many years and 
which will remain essentially unchanged. 

In the new internship, the young physician in 
training will spend six months at Denver General 
Hospital and six months at one of the private par- 
ticipating hospitals in Denver. It will offer the young 
physician an opportunity for experience in private 
hospital practice. 

In addition to the usual ward assignments, the 
intern will also spend part time in the newly-estab- 
lished General Practice Clinic during his six months 
at Denver General Hospital. 


Twenty-two Distinguished Persons 
Among Special Guests at Assembly 


Tue American Medical Association, Canadian Med- 
ical Association, United States Public Health Serv- 
ice, and past presidents of the A.A.G.P. were repre- 
sented at the Fourth Annual Scientific Assembly of 
the Academy March 24-27 in Atlantic City. 

Among the distinguished guests were: Dr. Har- 
court B. Church, president of the Canadian Medical 
Association; Dr. Leonard Scheele, surgeon general 
of the United States Public Health Service; Dr. 
Arch Walls, past chairman of the A.A.G.P. board of 
directors; Drs. P. A. Davis, E. C. Texter, and Stan- 
ley R. Truman, past presidents of the Academy; 
and Dr. A. C. Yoder, the A.M.A.’s “General Prac- 
titioner of the Year.” 

Persons representing the A.M.A. were: Dr. John 
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Ants in the Printers’ Plants 


MUMPS? 


Miss RevneE presented a vocal solo, ‘How Lovely 
Are Thy Swellings,”’ by Little. —S¢. James (Minn.) 
Courier. 

TURNABOUT 


Mr. AnD Mrs. Jack Smith are receiving congratula- 
tions on the birth of a daughter, Connie Jean, born 
in Garden City Maturnity hospital on Friday 8. He 
weighed 7 pounds 4 ounces.—Plymouth (Mich.) 
Mail. 
VANISHING CREAM? 

Morrison said that he felt fine, that his de-spurred 
heels were a forgotten ailment, his left knee, 
bothered by swelling late last season, had complete- 
ly disappeared.— West Dover (Pa.) Patriot. 


FATHEAD, JR. 


Dr. Wycutrre delivered the infant. The baby was 
named Henry Jr., and he weighed 7 pounds 9 
ounces. This makes our well-liked Hank a fathead 
for the fourth time.—Jmlay County (Ohio) Graphic. 


SO LONG AS IT’S GOOD 


READING to patients is a helpful factor in the treat- 
ment of illness, the Southern medico said. But, he 
added, nurses must have a good vice.—Dreyden 
(Ill.) Clarion. 

FINISHING TOUCH 
Arter graduating from medical college, the noted 


surgeon did graduate work at the Union Cemetery, 
New York.—Montreal (Canada) News. 
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STRENGTHEN 


the will to recovery 
in patients 
depressed by pain 


provides | solicylamide........... 
effective the more potent, better tol- 
analgesia | erated salicylate 


elevates dl-desoxyephedrine 

the hydrochloride........ 
mood effective antidepressant and 
stimulant 


improves | thiamine hydrochloride. .. 10 mg. 
the 5 mg. 
niacinamide........... 20 mg. ‘ 
nutritional ascorbic acid.......... 50 mg. of 100 
icture : 
P vitamins often depleted in an- S and 1000 tablets 


orexic, chronically ill patients 


especially 

for chronic arthritis and rheumatoid 
disorders . . . convalescence from 
influenza and other debilitating 
infections . . . pain, depression, and 
anorexia in the aged 


ASCHER & CO, INC. 


and as an Ethical Medicinals 
adjunct in chronic, recurring headaches of 


nonorganic origin . . . dysmenorrhea 
associated with poor nutrition 


GP « Volume V, Number 5 


— 
Fr 
. 
| 
a 
2 
120 


Cline, president; Dr. George Lull, secretary; Dr. 
E. J. McCormick, board of trustees; Dr. David All- 
man, board of trustees; Dr. Louis Bauer, president- 
elect; Dr. Walter Martin, board of trustees; Dr. 
F. F. Borzell, speaker of the House of Delegates; 
Dr. F. H. Arested, council on medical education 
and hospitals; Thomas R. Gardiner; Dr. Carl Pe- 
terson, council on industrial health; Dr. Thomas 
Hull, director of exhibits; John Bach, public rela- 
tions; Russell Staudacher, secretary of Student 
A.M.A.; Dr. T. E. Robinson, chairman of section on 
general practice; and Howard Brower, council on 
medical service. 


Texas Physicians Earn Postgraduate Credit 
At Baylor, Texas Universities’ Courses 


GENERAL PRACTITIONERS in Texas are earning 
A.A.G.P. postgraduate study credit by attending 
spring courses at Baylor University College of Med- 
icine and University of Texas Postgraduate School 
of Medicine. 

Courses in general surgery and internal medicine 
are now in progress at the Texas University Medical 
Center and will continue until May 26-27. 

Thoracic diseases was the topic of the course 
given at Baylor University College of Medicine in 
Houston, April 7-10. 


Schumacher Is Chairman of St. Louis 
Chapter’s Tuberculosis Committee 


Dr. C. W. ScHuMACHER, editor of News and Views 
which is published by the St. Louis chapter, has 
been appointed chairman of the St. Louis Chapter 
Tuberculosis Committee. 

The chapter’s board of directors will serve as 
Dr. Schumacher’s advisors and committee members. 
They are: Drs. Norton J. Eversoll, Paul E. Rutledge, 
Carl C. Irick, James A. O’Dowd, O. E. Williamson, 
Gustave Dahms, Louis F. Howe, Charles Metz, Wil- 
liam O. Mowrey, John O’Connell, N. L. Mistachkin, 
Preston C. Hall, Oliver Tjoflat, Charles A. Jost, 
Robert C. McElvain, Charles E. Martin, and William 
F. Wagenbach. 


Medical News in Small Doses: 


A.A.G.P’s IMMEDIATE past president, Dr. J. P. Sand- 
ers of Shreveport, La., was one of the speakers at the 
21st Annual Spring Clinical Conference of the Dal- 
las Southern Clinical Society March 17-20. This 
was just before the Academy’s Scientific Assembly 
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The WI-RE-CO filing envelope 

measures 5%"x 7”. It is strong, 
$ neat, designed for convenience. 


x Here, in one handy filing envelope 
rs] are clear, concise case histories and 
x accurate financial record for each 
individual patient. 


Keeping financial records and 
histories together simplifies office 
routine, prevents oversights and 
neglected billings . . . the 
WI-RE-CO system keeps 

facts af your 
fingertips! 


110 West 19th Street 
Kansas City 8, Missouri 


«ee Please send me the brochure containing 
additional information on the WI-RE-CO system: 
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in Atlantic City. . . . “Office Management and Per- 
sonnel” was the program topic at a recent meeting 
of the University of Pennsylvania’s General Prac- 
tice Society. Dr. William McClennahan of Philadel- 
phia, a general practitioner, was guest speaker. . . . 
Dr. James G. Simmons of Fitchburg, Mass., presi- 
dent-elect of the Massachusetts chapter, has written 
an outstanding article, ‘““The American Academy of 
General Practice,”’ which includes a wealth of infor- 
mation on the Academy’s background and objec- 
tives. His article has received statewide attention in 
Massachusetts and is carried in a recent issue of 
Worcester North Bulletin, which is published by 
Worcester North District of the Massachusetts Med- 
ical Society . . . February 2 edition of the Journal of 
the American Medical Association carried the entire 
speech, “Time Is Money for Your Patients Too,” 
prepared by the Academy’s past president, Dr. Stan- 
ley R. Truman of Oakland, Calif., at the A.M.A.’s 
Public Relations conference held in December. 

.. A section of general practice was established 
within the Academy of Medicine of Cleveland in 
March. The Cleveland chapter of A.A.G.P. was in- 
strumental in bringing this about. 


NEWS FROM 


THE STATE CHAPTERS 


May 9-11 are the days for the Pennsylvania 
chapter’s fourth annual convention in Bedford. The 
scientific session, to be held May 10, will be opened 
at 9:00 a.m. 

Guest speakers who will take part in the program 
are Drs. Rudolph J. Jaeger of Jefferson Medical 
college, Frank N. Wilson of the University of Michi- 
gan; Philip Thorek of Chicago; Walter J. Reich of 
Chicago Medical School; Waldo E. Nelson and 
James B. Arey of Temple University; Waltman 
Walters of the Mayo Foundation; and Howard P. 
Thomas and John B. Jacobs, Pennsylvania chapter 
members. 

Sixty-five members and guests attended the 
Lovisiana Fourth District chapter’s session recently 
in Shreveport. The meeting served as an observance 
of that chapter’s fifth year of existence. Fourth 
District chapter was organized just seven days after 
the A.A.G.P. was formally founded. 

New officers for 1952 were installed by Dr. M. C. 
Wiginton of Hammond, La., state chapter presi- 
dent. The new officers are Dr. J. P. Sanders, presi- 
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dent; Dr. W. K. Eichelberger of Ringgold, vice- 
president, and Dr. Margaret R. Akin of Shreveport, 
secretary-treasurer. 

Dr. Wiginton and Dr. D. H. James of Memphis, 
Tenn., president of the Tennessee chapter, were 
guest speakers. 

‘American Academy of General Practice in 
Good Medical Care,” was Dr. Wiginton’s topic. Dr. 
James discussed the organization of the General 
Practice Section at the University of Tennessee. 

The Utah chapter was one of the sponsors of the 
postgraduate course in general practice which was 
held March 17-21 at Salt Lake City General Hospi- 
tal. 

The course which covered surgery, obstetrics 
and gynecology, and medicine was designed par- 
ticularly for the general practitioner. 

Dr. Michael Blase is new president of the Albany 
(New York) county chapter, succeeding Dr. William 
L. Gould. Other new officers are Dr. John Mosher of 
Ravena, president-elect; Dr. Anthony Vinci of 
Cohoes, vice-president; and Dr. Robert MacDowell 
of Delmar, secretary-treasurer. 

Three Erie (New York) county chapter officers 
were re-elected at a recent meeting. Dr. Max Chep- 
love is president for a third term and Drs. Robert 
W. Lipsett and Arthur C. Hassenfratz were re- 
elected secretary and treasurer, respectively. Dr. 
Charlies W. Bankert is the new vice-president. 

The Mississippi chapter was one of the seven co- 
sponsors on a conference on alcoholism held re- 
cently in Jackson, Miss. The conference was 
organized in the interest of 8—10,000 Mississippians 
who are victims of alcoholism. Dr. Andrew S. Tomb 
from Victoria, Texas, was one of the guest speakers. 

Edgewater (Illinois) Regional chapter announces 
new officers for 1952. Dr. Joseph T. Bolotin is presi- 
dent, and Dr. Franz S. Steinitz, secretary-treasurer. 
Because of merit, the chapter’s oldest general prac- 
titioner, Dr. Salamon Boros, who was also elected 
president of the Edgewater Hospital staff, was 
chosen honorary vice-president of the chapter. 

New officers of the South Suburban (Illinois) 
Regional chapter are: Dr. Frederick Weiss of 
Harvey, president; Dr. Victor Lodata of Chicago 
Heights, president-elect; Dr. Samuel Berger of 
Harvey, vice-president; and Dr. Charles O. Sand- 
berg of Flossmoor, secretary-treasurer. 

North Carolina chapter can now boast a third 
branch chapter. The newly organized one is Meck- 
lenburg County chapter, chartered early this year. 
Dr. H. L. Newton is president; Dr. J. B. Greenwood 
is secretary-treasurer. Both men are from Charlotte. 
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New officers of the Okliah hapter are (seated, left to right) 
Drs. Francis R. First, Jr., Lee R. Wilhite, E. A. McGrew, and E. T. 
Cook, Jr. Standing (left to right) are Drs. Malcom Phelps, 
M. B. Glismann, Allen G. Gibbs, and Ned Burleson. 


THE second annual meeting of the Oklahoma chap- 
ter was held in Tulsa March 17-18. Dr. E. A. Mc- 
Grew, Beaver, was named president at an election 


of chapter officers, and Dr. Allen G. Gibbs, Okla- 


homa City, president-elect. The new Board of 
Directors includes Drs. Malcom Phelps, El Reno; 
Ned Burleson, Prague; Francis R. First, Jr., Checo- 
tah; and E. T. Cook, Jr., Anadarko. Dr. M. B. 
Glismann, Oklahoma City, and Dr. Phelps will 
represent the Oklahoma Chapter in the A.A.G.P. 
Congress of Delegates (see cut). 

A seminar on juvenile delinquency was the topic 
of the scientific session opener. Dr. Stanley R. 
Truman of Oakland, Calif., was moderator. Others 
taking part were Dr. Edward D. Greenwood of 
Topeka, Kans., Dr. Paul C. Benton, Miss Elba L. 
Dyer, and Howard M. Scott, all of Tulsa, and Buck 
Cook of Oklahoma City. 

Guest speakers at the convention included Drs. 
Vincent J. Derbes of New Orleans, John F. Holt of 
Ann Arbor, Mich.; Louis J. Regan of Los Angeles, 
F. A. Duncan Alexander of McKinney, Tex.; Wil- 
liam Gordon of Lubbock, Tex., and Drs. Truman 
and Greenwood. 

The Tulsa (Oklahoma) chapter of A.A.G.P., 
which was organized in December, has a member- 
ship of 50 physicians, and doctors throughout 
northeastern Oklahoma have been asked to affiliate 
with this group. 

Another North Carolina chapter, Rowan-Davie 


334 gr. (0.25 Gm.) BLUE and WHITE 
CAPSULES CHLORAL HYDRATE —Fellows 


Small doses of Chloral Hydrate (3% gr. 
Capsules Fellows) completely fill the 
great need for a daytime sedative. The 
patient becomes tranquil and relaxed yet 
is able to maintain normal activity. 


DOSAGE: One 3% gr. capsule three times 
a day after meals. 


AVAILABLE: 

Capsules CHLORAL HYDRATE — Fellows 
3% gr. (0.25 Gm.) Blue and white 

7'f gr. (0.5 Gm.) Blue 
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county group, announces new officers. Dr. F. B. 
Spencer and Dr. L. H. Robertson, both of Salisbury, 
are president and secretary, respectively. This chap- 
ter held its third annual general practice symposium 
in February. 

The California chapter is urging California gen- 
eral practitioners to enlist as preceptors so that a 
preceptorship program being developed with five 
medical schools in the state can get underway. A 
preceptorship committee was established at the 
November meeting of the chapter. The program 
provides that physicians take medical students into 
their practice for two to four weeks during the 
students’ vacation period. 

Dr. Sydney M. Lord of Waterville has been 
named president-elect of the Franklin (Ohio) 
county chapter. Other officers installed were Dr. 
Thomas R. Curran, president, and Dr. Earl D. 
McCallister, secretary-treasurer. Both are from 
Columbus. 

Delegates to the Ohio chapter meeting in 
Columbus next September are Drs. Lewis W. Cellio 
and Howard R. Mitchell. Drs. Tom Rardin and 
Percy B. Wiltberger are alternates. 

The New Hampshire chapter of A.A.G.P. and 
the New Hampshire Heart Association jointly 


sponsored a seminar March 19 in Portsmouth. Dr. 
Maria Steffanini, associate professor of medicine at 
Tufts Medical College, Boston, spoke on ‘Practical 
Considerations in the Use of Anticoagulants in 
General Practice.” 

General practitioners attending the symposium 
on obstetrics and office gynecology at the Delaware 
Academy of Medicine may receive 12 hours post- 
graduate credit, according to an announcement 
from the education committee of the Delaware 
chapter of A.A.G.P. 

Sessions will be held on May 7, 15, 21 and 22. 
Earlier meetings were held in April. The last of 
the series will be held June 4—5. 

Topics covered in the April sessions were pre- 
natal highlights, difficulties encountered during 
labor, medical complications of pregnancy, newer 
concepts of early and late pregnancies, bleeding in 
early and late pregnancy, and analgesia and anes- 
thesia. The May meetings will feature pelvic ex- 
aminations, diseases of the cervix, dysmenorrhea, 
uterine malposition and climacterium. Idiopathic 
vaginal bleeding will be covered June 4-5. 

The third annual scientific meeting of the Texas 
chapter will be held September 15-16 in San 


Antonio. 


HYDRATE — Fe//ows 
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EXCRETION—Rapid and complete, therefore 


7'/2 gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE — Fellows 


Restful sleep lasting from five to 
eight hours. ‘“Chloral Hydrate produces 
a normal type of sleep, and is 

rarely followed by hangover.’’* 

Pulse and respiration are slowed in 
the same manner as in normal sleep. 
Reflexes are not abolished, and the 
patient can be easily and completely 
aroused .. . awakens refreshed.*** 


four 3% gr. capsules at bedtime. 
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to ACTH 
and CORTISONE 


®€ In clinical practice it is clearly wise to test the urine of both 
diabetic and non-diabetic patients for sugar at intervals 
during administration of cortisone or ACTH and to carry 
out appropriate investigations and treatment if glycosuria 


occurs. Particular caution is necessary for diabetic patients. 99 
Sprague, R.G.: Cortisone and ACTH, Am. J. Med. 10:567, 1951. 


Toavoid such clinical surprises and simplify clinical control, 
ACTH and cortisone therapy is profitably preceded, accom- 
panied and followed by routine testing for urine-sugar. 
Clinitest Reagent Tablets provide a rapid, reliable and con- 
venient method—easily used by both physician and patient. 


C L ; N T E S Tee detection of urine-sugar 


RAND REG. PAT. OFF. 


REAGENT TABLETS 


You can assure regular, reliable urine-sugar analyses 
by prescribing the Universal Model Set (No. 2155). 
Available at all pharmacies at $1.50. 


AMES company, INC. 
ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
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GENERAL Practice—A very common phrase and one 
familiar to each of us. But what does it mean to you? 

Even before the American Academy of General 
Practice came into existence it became necessary to 
accept a definition of a general practitioner. The 
definition prepared by the committee on General 
Practice of the American Medical Association, in its 
report to the House of Delegates of the A.M.A. in 
1946, was acceptable. It was the definition accepted 
by the American Academy of General Practice at its 
organizational meeting in the original Constitution 
and By-Laws. For a time this definition seemed ade- 
quate to many of us. As time has gone on it has 
been proved inadequate. 

Dr. Donald Anderson, Secretary of the Council 
on Medical Education and Hospitals of the A.M.A., 
expressed his dissatisfaction with the definition at 
the meeting of the Los Angeles County Medical 
Society in 1950, which was held to discuss the place 
of the general practitioner in hospitals. Even prior 
to this time it had become increasingly obvious to 


DEFINITION OF GENERAL PRACTICE 


following definition at the meeting in San Francisco 


This is the first in a series of five articles to explain and 
interpret the principles and procedures for organizing 
and operating a general practice department in hospi- 
tals. They were written for publication in GP by mem- 
bers of the Commission on Hospitals at the request of 
the Board of Directors of the A.A.G.P. Other topics in 
the series will be: Organization of a Medical Staff; 
Medical Staff Groups; Necessity for Proper Staff Super- 
vision; and Integration of General Practice Departments 
in Staff Organization 


the members of the Commission on Hospitals that 
the definition was not adequate. Nevertheless, to 
improve on it was a real problem, and it is the opin- 
ion of the Commission that no short definition will 
adequately express the intent of “General Prac- 
tice.” As you know, the American Academy of 
General Practice Congress of Delegates accepted the 
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WOOD'S LIGHT 


Valuable Aid in Medical Diagnosis 


Animal cells, tissues, organic fluids and 
solutions, bacteria and fungi possess the 
property of glowing with characteristic 
fluorescence in ultraviolet light of the prop- 
er wavelength. By means of these charac- 
teristics quick and accurate identification 
of the character and extent of infections or 
damage to tissues may be made. 


Many conditions may be uncovered and corrective treatment instituted before 
they could be discovered and diagnosed by normal procedures. 


Hanovia FLUROLAMP is small, powerful and may be held conveniently 
in the hand for directing at any angle. It is specially designed to show up even 
very weak fluorescence with sufficient clarity for ready recognition. Write for 
information to Dept. GP-S: 


HANOUIA cuemica 


Hanovia's FLUROLAMP, specially designed 
for medical diagnosis by Wood's Light 
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for your low-sodium~diet pationt 
DIASAL 


lo help him slay on his diet 


DIASAL is an outstanding salt substitute. 

In addition to its fine salt taste, it contains glutamic 
acid to bring out the natural flavor of each food 
—and it can be used in cooking. At the same 

time its high potassium content protects 

your patient against potassium depletion, 

a hazard of low-sodium diets.’ 


“Of all the products [salt substitutes] studied, 


DIASAL LOOKS LIKE SALT DIASAL most closely approximates 


sodium chloride in... pour-quality, 


DIASAL TASTES LIKE SALT 


appearance and stability.” 


DIASAL POURS LIKE SALT 


Contains No Lithium - No Sodium - No Ammonium 
DIASAL IS SAFE..... 


Constituents: p chloride, gl acid and inert excipients. 


DIASAL may be freely prescribed in congestive heart failure, 
hypertension, arteriosclerosis and toxemias of pregnancy. 

It is contraindicated only in severe renal disorders and oliguria. 
DIASAL— in 2-oz. shakers and 8-oz. bottles at all pharmacies. 

Samples, literature and pads of low-sodium diets available on request. 


1, Fremont, R. E.; Rimmerman, A. B., and Shaftel, H. E.: Postgrad. Med. 10:216, 1951. 
2. Rimmerman, A. B., et al: Am. Pract. & Digest Treat. 2:168, 1951. 
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75 Varick Street, New York 13, New York 
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in 1951: “A general practitioner is a legally quali- 
fied doctor of medicine who does not limit his prac- 
tice to a particular field of medicine or surgery. In 
his general capacity as family physician and medical 
adviser he may, however, devote particular atten- 
tion to one or more special fields, recognizing at the 
same time the need for consulting with qualified 
specialists when the medical situation exceeds the 
capacities of his own training or experience.” 

These paragraphs are not intended to further de- 
fine general practice. It is intended to call the at- 
tention of the membership of the American Acade- 
my of General Practice to the necessity of accepting 
general practitioners as they are and not require 
them to conform to the definition of the individual 
members. Increasingly the Commission has be- 
come aware of a basic difference of opinion between 
conscientious members of the organization. At 
times there has been intolerance on the part of cer- 
tain members regarding the scope of work done by 
fellow members who accept a broader definition of 
this field. This sentiment, if allowed to develop, will 
be very dangerous to our organization and will play 
directly into the hands of those who would like to 
see our organization fail. 

In certain sections the term general practice is 
essentially synonymous with that of internal medi- 
cine. It is broader in that certain uncomplicated dis- 
eases of children might be handled by the practi- 
tioner but in other respects he is an internist. In 
other sections the general practitioner is a general 
surgeon qualified and capable of providing treat- 
ment for the majority of illnesses and injuries of his 
patients. 

We should avoid criticism of either group so long 
as those involved are conscientiously doing their 
jobs. Many of our specialist colleagues would en- 
courage us to accept limitations in general practice 
which are arbitrary. If we allow ourselves to exclude 
surgery from general practice, we are playing 
directly into their hands and opening a rent in our 
armor we may not be able to repair. If, on the other 
hand, we allow ourselves to unreservedly say that 
every general practitioner shall do major surgery 
we will be untrue to the basic principles which led 
to the formation of the organization. 

To the Hospital Commission it seems timely to 
invite the attention of the membership to the neces- *Corotid Sinvi Reflex 
sity for tolerance of the activities of our fellow mem- - SUPPLIED: Bottles of 100, 500, 1000 tebule 
bers. So long as we are conscientiously discharging . 
our responsibilities to our patients, so long as we TRWIN, NEISLTER & COMPAN 


seek the constructive criticism of our colleagues (in DECATUR, ELLINOIS : 


specialties as well as in general practice), so long as 
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RAPID RESPONSE Specific Indications: DRUG SENSITIVITY REACTIONS fol- 
PROLONGED ACTION lowing the administration of penicillin, other antibiotics, 
sulfonamides, etc., are specific, practical indications for the 
use of Long-Acting ACTHAR Gel in Disposable Cartridge 
Syringes. In these cases, the patient demands immediate 
and prolonged relief from the intense symptoms. ACTHAR 
Gel Long-Acting is definitely superior to conventional meth- 
ods in terms of more rapid relief over greater periods of 
time with virtually no therapeutic failures. Low total dos- 
age, with few injections, is required. 
Supplied in a sterile 1 cc. B-D cartridge with B-D dis- 
posable cartridge syringet in potencies of 20 I.U. per cc. 


and 40 I.U. per ce. 
+T. M. Reg. Becton, Dickinson & Co. 
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CHICAGO 11, ILLINOIS 
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we insist upon proper hospital staff organization and 
our intrinsic rights under that organization, we 
must then stick together in whatever professional 
activity our colleagues in general practice engage. 

We must recognize our responsibility to our 
colleagues and to the institution in which we are 
privileged to serve, to abide by its rules so long as 
they are reasonable and so long as they are ad- 
ministered according to published and accepted 
concepts. We must constantly encourage our mem- 


What Others Are Saying. . . 


bership to improve itself in the professional com- 
petence which it offers its patients. We must not 
lose sight of the danger to our common goal if we 


allow ourselves to be arbitrarily critical of those who 
are abiding by the above principles. We will do a 
service, not only to ourselves but to medicine as a 
whole, if we are able to carry this spirit beyond our 
organization and into the local, state, and national 
organization of which we are a part. 

—Tue Commission on Hospitats 


Comments on the G.P. Service in Britain 


As A RESULT of studying conditions of general 
practice in Canada and in this country, I ven- 
ture to pass the following criticism on our 


Service: 


(1) Our Minister of Health should be a 
suitably qualified medical man, because the 
post has now become a highly technical one. 

(2) Building and rebuilding of hospitals 


should receive top priority. 


(3) The whole system of hospital policy 
should be reviewed with the object, for one 
thing, of opening hospital doors to the G.P. 

(4) Health Centres should have been pro- 


vided. 


(5) Our policy with regard to midwifery 


leaves much to be desired. 


(6) The present system of payment of 
G.P.’s is thoroughly bad. It induces them in 
many instances and for economic reasons to 
acquire lists far greater than they can cope 
with. It also induces them to hold their ulti- 
mate pensions too much in the forefront of 


their minds. 


(7) A percentage of the cost of a large pro- 
portion of the treatment, drugs, appliances, 
etc., should be paid by most patients who 


are in employment. 


(8) Private practice is being discouraged, 


and not too subtly either. 


(9) Many controls should go, and doctors 
should have more voice in the management 


of their own affairs. 
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(10) The most important point of all. The 
most serious result to the G.P. of the intro- 
duction of the National Health Service is the 
rapid decline in his clinical standard, a cir- 
cumstance which has been noted by many 
competent observers. This decline, from my 
own observation, is gaining momentum .. . 
is entirely due to too much control and too 
much misdirected planning, because both 
events synchronize so closely. 

Finally I would earnestly beg of you to con- 
sider these two points in connection with the 
ideological outlook of the G.P., because to 
understand his own peculiar professional 
code a’soi, or to concede to those who claim 
to be in a position to understand that such a 
code exists, is the surest way to approach the 
G.P. problem with any chance of success: 

1. The G.P. is a law unto himself, and will 
thrive only if subjected to the minimum 
amount of control and direction. 

2. His aims and ideologies are never clearly 
understood and appreciated by any of his 
professional colleagues. In other words, it 
takes a G.P. to understand a G.P. 

If only these two fundamental points could 
be conceded, and any future action based 
upon them or undertaken with them in mind, 
perhaps after all it may not be too late to 
put an ailing G.P. on his feet again.—By 
J. A. L. Maceg, M.D., Medical World News- 
letter, August, 1951. 
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for simple, effective contraception 


requires no diaphragm 


VAGINAL/ GEL 


with measured-dose applicator 


A GEL NOT A JELLY 


PRECEPTIN vaginal gel is not a jelly. It is a new, 
scientifically planned contraceptive Gel achieved 
by blending recently-developed, synthetic, gel- 
forming agents. 


THE BARRIER IS IN THE BASE 


PRECEPTIN vaginal gel replaces the mechanical 
diaphragm with a persistent, adherent physico- 
chemical barrier built right into the Gel base. This 
unique Gel base serves also as an excellent vehicle 
for PRECEPTIN vaginal gel's superior spermicidal 
system because it mixes rapidly with semen and 
quickly releases its active spermicides. It spreads 
rapidly and adheres tenaciously to the moist cervi- 
cal mucosa to provide lasting protection. 


COMPOSITION 


PRECEPTIN vaginal gel contains the active spermici- 
dal agents p-Diisobutylphenoxypolyethoxyethanol 
and ricinoleic acid in a synthetic base buffered at 
pH 4.5. 


PRECEPTIN vaginal gel — a major advance in con- 
ception control developed by Ortho Research 
Laboratories. 


Ortho Pharmaceutical Corporation 
RARITAN, NEW JERSEY 
Manufacturers of Ortho-Gynol® vaginal jelly, 


Ortho® Creme, Ortho ® Kit, 
and Ortho® White Kit. 


CENTURY CLUB GROWS 


AT ATLANTIC CITY 


One of the features of the Assembly in Atlantic 
City was the exhibit of the Building Fund Com- 
mittee. Featuring a beautiful scale model of the 
proposed new building, the exhibit also displayed 
detailed floor plans, posters depicting the need for 
the building and the cost of its operation, a chart 
showing the day-by-day totals for all state chapters, 
and a list of Century Club members. 

The Century Club, which started rather quietly 
last January and which had acquired a total of 50 
members by mid-March, received a terrific stimulus 
from the exhibit and from the activities of Dr. 
Fowler and his committee. By Thursday noon, 138 
more Academy members had joined the “club” 
and the big white lapel buttons with the red “C”’ 
were in evidence everywhere. 

This enthusiastic response has encouraged the 
national committee, as well as the numerous state 
chairmen who worked with them, in their deter- 
mination to add another 500 Century Club mem- 
bers before the end of the calendar year. Dr. Fowler 
pointed out that this will insure the start of actual 
construction of the new building early in 1953. 


Building Fund Results During the Assembly* 


Total Total 
State Cash Pledges 
6 sexes 185 100 
275 
200 300 
175 
GOOG. 200 
100 
700 400 
100 
300 
Maryland. 85 
Massachusetts. 305 200 


(Continued on the following page) 


*These figures include only money and pledges received at 
Atlantic City. It has been impossible to tabulate all returns for March 
by press time—these will be added to the April figures and pub- 
lished in the next issue. 
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Pennsylvania 


South Carolina 


Virginia 

Washington 100 

West Virginia 275 
50 


$6,045 


MEDICINE 


AS A WHOLE 


In THE clinical years . . . instruction (in the medical 
school) is pieced together out of the contributions 
of independent departments, which may differ as 
much in their philosophies as in their techniques. 

Too much of it is given in the hospital wards, 
where the student finds only people sick enough 
to be abed. 

For a sample of the great majority of patients, 
who are not sick enough to be abed, he must go to 
the outpatient department, which is commonly 
organized in such a way that it is hard for the stu- 
dent to learn, or for the patient to find, coherent 
and comprehensive medical care. 

Only by the grace of God (which rarely becomes 
operative until after the young doctor has his medi- 
cal degree, and not always then) does the student 
of medicine learn today to think about medicine 
as a whole.—Annual Report of the Commonwealth 
Fund, 1950. 
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clinically proved 


a new contraceptive gel 
used without a diaphragm 


CLINICAL STUDY - 634 patients + Minnesota 


“A study was undertaken of 634 women who used 
a new type contraceptive gel-alone having im- 
proved spermicidal characteristics. Careful follow- 
up was made of the entire series. In all, 14 failures 
occurred in 4046 woman-months exposure, giving 
a pregnancy rate of 4. This figure is substantially 
less than pregnancy rates reported from other 
series using jelly-alone, suppositories, and dia- 
phragm-jelly combinations.''t 


CONCLUSIONS 


‘There were 5 pregnancies in the series of women 
using PRECEPTIN [vaginal gel] six months or more, 
an effectiveness of 97.9 per cent.”’t 


CLINICAL SURVEY - 3270 patients + United States 


Analysis of clinical histories of 3270 patients in 51 
urban and rural areas who used PRECEPTIN vagi- 
nal gel under the direction of their physicians 
showed only 25 pregnancies — 99.2 per cent re- 
ceived complete protection. Incidence of irritation 
was only 0.6 per cent. 


It is clear that PRECEPTIN vaginal gel’s combination 
of simplicity and dependability makes possible 
extremely high contraceptive effectiveness. 


PRECEPTIN vaginal gel—a major advance in 
conception control developed by Ortho Research 
Laboratories. 


tStromme, W. B., and Rothnem, M, S.: Clinical Experience with a New 
Gel-Alone Method of Contraception. World Population Problems and 
Birth Control, Annals New York Academy of Sciences, Vol. 54, Art. 5, 
in press. 


VAGINAL # GEL 


Ortho Pharmaceutical Corporation 
RARITAN, NEW JERSEY 
Manufacturers of Ortho-Gynol® vaginal jelly, 


Ortho®Creme, Ortho ®Kit, 
and Ortho® White Kit. 
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For flexible 


Oral Suspension BICILLIN has the advantage of per- 


75,000 units 


100,000 units 


200,000 units 


Wijeth 
® 


*Trademark 


oral penicillin 


Clinically effective . 


mitting flexible dosage. If you wish to write smaller 
dosages of penicillin than 300 mg. (300,000 units) 
per teaspoonful, use these simple prescriptions: 


dosage 


R 


Patient 


Date 


Oral Suspension BICILLIN 


Dist. Water to make 
Patient 


bel One teaspoontul (5 cc.) 
every four hours. 


Shake 


Oral Suspension BICILLIN 


Wyeth 20 
Dist. Water to make 60 


Label: One teaspoonful (5 cc. ) 
every four hours. 
Shake 


Sig 


R 


Patient 


Oral Suspension BICILLIN 


Wyeth 
Dist. Water to make 


sé 


Label. One teaspoonful (5 cc.) 


Sig.. every six hours. 


Shake 


.. Stable... unusually palatable 
ORAL SUSPENSION 


BICILLIN 


BENZETHACIL WYETH 


formula: Each teaspoonful (5 cc.) of BICILLIN provides 
approximately 300 mg. (300,000 units) N,N’-diben- 
zylethylenediamine dipenicillin Gina flavored, aque- 
Ous syrup base. 


Available in bottles of 2 fl. oz. 
Wyeth Incorporated, Philadelphia 2, Pa. 
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GENERAL PRACTITIONERS’ 


THE FOLLOWING excerpts from an editorial in Medical 
World, the official journal of the Medical Practitioners 
Union of Great Britain, indicate the unhappy situa- 
tion in which general practitioners find themselves 
under a government compulsory health insurance 
system. 

**The length and animated debate on the Glasgow 
and West of Scotland motion, calling for a salaried 
service and a campaign to inform the G.P. of the over- 
whelming advantages which would thus accrue to his 
patients as well as himself, was of great interest and 
importance. The principle was accepted on all sides 
and it was felt that many doctors who would have 
rebelled at the very suggestion a few years ago were 
much more sympathetic to the idea today; this is un- 
doubtedly true of a proportion of the profession, in- 
cluding some of the raucous die-hards who ‘bawled 
out death and ruin. . .” as recently as 1948. Neverthe- 
less, it was apparent that the meeting was satisfied 
that, however desirable a salaried service might be, 
it was unrealistic and impracticable to press for its 


* * 


“The Department of Dermatology and 
Syphilelogy of Tufts College Medical School 
and the Department of Dermatology and 
Syphilology of The Boston City Hospital an- 
nounce a three-year fellowship in Dermatol- 
ogy and Syphilology. 


“Training will be given at The Boston City 
Hospital, which is approved by the American 
Board of Dermatology and Syphilology for 
three-year training. The course will consist of 
a fellowship, assistant residency and resi- 
dency. The assistant resident and resident 
will receive salary with maintenance. 


“Appointments commence July first. For in- 
formation address the Physician-in-Chief for 
Diseases of the Skin, The Boston City Hospital, 
818 Harrison Avenue, Boston 18, Massachu- 


STATUS UNDER 
THE NATIONAL HEALTH SERVICE SYSTEM 


introduction and application to the existing unco- 
ordinated and haphazard organization of the family 
doctor service. A long-term goal, yes; an immediate 
objective, no. Payment by salary is part, and only 
part, of the concept of the planned, logical and effi- 
cient health service of the not so distant future; in the 
meantime, and always keeping the final goal in mind, 
much remains to be done. 

“There is the whole range of problems associated 
with the medical education of the general practitioner, 
one facet of which, the establishment of a Chair of 
General Practice at Universities and Hospital Teach- 
ing Schools, was put forward by Dr. Leeson and re- 
ferred to Council for detailed consideration. There 
are the financial, administrative and professional com- 
plexities inherent in the immediately essential ob- 
jectives—provision of Group Practice Centres and 
diagnostic facilities, association of general practi- 
tioners with hospitals and the preventive services— 
which were the subject of much informed and anxious 


debate.” 


New Improved DePuy 
ARM SLING 


Takes’ weight off patient’s neck. Distributes 
weight evenly to shoulders and back. This sling 
offers more comfortable, more secure support. 
Made of lightweight, washable canvas. Praised 
by outstanding orthopedists. Small, medium and 
large. or left. 


"De 
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A DECADE OF WIDE 
CLINICAL USE HAS PROVED 
THE EFFICACY OF 


A unique tar extract — devel- 


oped by a process distinctly its own... 
All the therapeutic properties of tar, 


°, free from its undesirable features .. . 
ECZEMA 

chronic, varicose, vesicular, 

nummular, palmar, infantile, 

intertrigo 


DERMATITIS 
herpetiformis, mycotic, 
lichenified, seborrheic 


Greaseless, non-staining, non-soiling, 
non-irritant, pleasantly scented .. . 

In a vanishing-type cream which 
leaves no trace on application ... 

Acceptable to the most fastidious 
PRURITUS patient. 

oni, vulvec, senilie Available in 2% oz., 8 oz., 1 lb., and 

° 6 Ib. jars. 

THE TARBONIS COMPANY 


4300 Euclid Avenue 
Cleveland 3, Ohio 


In psoriasis and indolent ulcers 
Tarbonis is a valuable aid 


In many occupational skin 
affections, again so frequently 
seen, it has shown highly grati- 
fying results. 

” THE TARBONIS CO., Dept. C.M. 
Tarbonis presents a specially 4300 Euclid Ave., Cleveland 3, Ohio 
processed liquor carbonis de- : 
tergens (5 per cent), together You may send me a sample of Tarbonis. 
with lanolin and menthol, in a 
vanishing-type cream base, 
leaves virtually no trace on 
proper application, requires no 
removal before re-application. 
The original “cosmetic” tar 
ointment. 
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SULFATE 


... for Gram-negative infections caused 
or complicated by Ps. aeruginosa (Bact. 
pyocyaneum), Polymyxin B Sulfate, Pfizer is 
supplied in the following forms: 


Parenteral 

POLYMYXIN B SULFATE, PFIZER, STERILE is in- 
tended for intramuscular or intrathecal ad- 
ministration in hospitalized patients only. 
(Vials containing 500,000 units—equivalent 
to 50 mg.) 


Topical 

POLYMYXIN B SULFATE, PFIZER, STERILE for 
use as a dusting powder, for preparation of 
topical ointments, wound dressings, etc. 
(Vial containing 200,000 units—equivalent 
to 20 mg.) 

POLYMYXIN B SULFATE, PFIZER, OINTMENT for 
localized skin infections, burns, etc. (14 oz. 
tube providing 20,000 units per gram—equiv- 
alent to 2 mg.) 


Antibiotic Division, Chas. Pfizer & Co., Brooklyn 6, N. Y. 


World’s Largest Producer of Antibiotics 


TERRAMYCIN PENICILLIN STREPTOMYCIN DIHYOROSTREPTOMYCIN * COMBIOTIC * BACITRACIN * POLYMYXIN 
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20 40 


Each 60 grainsof Alsical, 
equivalent to one tea- 
spoonful, contains: 


Magnesium Oxide 
Magnesium Trisilicate. .. . 15 gr. 
Aluminum Hydroxide .. . .10 gr. 


Each Alsical tablet con- 
tains one-fourth the above 
quantities. Average dose, 
one teaspoonful or four 
tablets one to two hours 
after each meal and upon 
retiring. Alsical tablets are 
especially convenient for 
ambulatory patients. 


60 80 


A MULTIPLE APPROACH TO 
PEPTIC ULCER 


The chart above reflects the profound and prolonged 
acid-neutralizing properties of Alsical. By maintaining 
gastric hypoacidity for extended periods, Alsical leads 
to complete and sustained relief of the typical epigastric 
distress and discomfort in peptic ulcer. Because of the 
combination of desirahle nonsystemic antacids em- 
ployed, alkalosis, diarrhea or constipation does not 
complicate its use. 

The favorable chemical behavior of Alsical is en- 
hanced by the anticholinergic action of belladonna, 
which reduces gastric hypermotility and pylorospasm, 
as well as hypersecretion. Sedation by phenobarbital 
allays emotional tension, so frequently a factor in 
aggravating the severity of ulcer distress. 

This multiple approach makes Alsical valuable not 
only in peptic ulcer, but also in chronic gastritis, 
gastric hyperacidity, and acute gastric distress follow- 
ing dietary indiscretions. Average dose, 1 teaspoonful 
of Alsical dissolved in 4 ounces of water three or four 
times daily, one to two hours after meals and at 
bedtime. 


Alsical is available through all pharmacies, in 
4 ounce cans and as tablets in bottles of 100. 


SMITH-DORSEY e¢ Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


PREPARATION 
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Calcium Carbonate. ......24 gr. 
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of one anesthetic 


Now in its eighteenth year, PenrotHat Sodium continues to grow in popularity 
where ver modern surgery is practiced. Over 1800 clinical reports, knowing no geographical boundaries, have made 
it possible for anesthetists everywhere to study the advantages of this Abbott-developed, ultra-short-acting barbiturate 
for intravenous anesthesia. @ Advantages such as rapid, pleasant induction, complete surgical amnesia. 
Small dosage and few side effects. No explosion hazard, no bulky or frightening equipment. An ability 
to combine with any number of other anesthetics to meet a specific patient 
requirement. @ PrnTrorHat Sodium’s usefulness ranges from simple incision and drainage to the 
most complicated surgical procedures. An increasing number of reports attest to 
its efficacy in obstetrics. Investigate the full potentialities of intravenous anesthesia 
Send for NEW book with Pentroruat by writing Abbott Laboratories, 
“PENTOTHAL Sodium by Rectum” North Chicago, Illinois, for detailed literature. Abbott 
Thirty-six pages discussing the 
clinical value of PenroTHa. by 


rectum for preanesthetic hypnosis 
and basal anesthesia —results 


FOR INTRAVENOUS ANESTHESIA 
(STERILE THIOPENTAL SODIUM, ABBOTT) 


| | 

from nearly 4000 cases. ' = 


p National Officers 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


President, R. B. Rosins, M.D., 111 Van Buren, Camden, Arkansas 

President-Elect, U. R. Bryner, M.D., 508 East South Temple, Salt Lake City, Utah 

Vice-President, Lester D. Brster, M.D., 445 North Penn, Indianapolis, Indiana 

Treasurer, Hottanp T. Jackson, M.D., 602 West Tenth Street, Fort Worth, Texas 

Executive Secretary and General Counsel, Mac F. Canat, J.D., Broadway at Thirty-fourth 
Street, Kansas City 2, Missouri 

Speaker of the Congress of Delegates, J. S. De Tar, M.D., Milan, Michigan 

Vice-Speaker of the Congress of Delegates, NorMAN R. Boouer, M.D., 447 East Maple, 
Indianapolis, Indiana 


Board of Directors 


W. B. Hitpesranp, M.D., Chairman Murianp F. Ricsy, M.D. 
216% Main Street 20 College Street 
Menasha, Wisconsin Rexburg, Idaho 


Term Expires 1953 
W. A. Buecueter, M.D. Term Expires 1955 
1512 Grant Boulevard Ivan C. Heron, M.D. 
Syracuse, New York 490 Post Street 


MD. San Francisco, California 


1532 East McGraw 

Matcom E. Puetps, M.D. 
Seattle, Washington 903 South Macomb 
W. B. Hivpesranp, M.D. El Reno, Oklahoma 


Term Expires 1954 
Joun R. Benper, M.D. 
Nissen Building 
Winston-Salem, North Carolina 


Joun R. Fowter, M.D. J. P. Sanpers, M.D., ex officio 
125 Main Street 106 East Kingshighway 
Spencer, Massachusetts Shreveport, Louisiana 


J. SHaw, M.D. 
Lee Hospital, 


Fayette, Missouri 


Executive Committee 
W. B. Hitpesranp, M.D. U. R. Bryner, M.D. 
Ho.tanp T. Jackson, M.D. R. B. Rostns, M.D. 
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THE AMERICAN ACADEMY 
OF 


GENERAL PRACTICE 
TAKES PLEASURE IN ANNOUNCING 


The Mead Johnson Award 


FOR POST-GRADUATE TRAINING 
IN GENERAL PRACTICE 


Five Equal Awards Of One Thousand Dollars Each 
Will Be Presented Annually To Five Medical Students Or Interns 


To Help Them Pursue A Year Of Residency Training 


In General Practice 
Recipionts will be chosen annually by the 
Appointed from the Membership by the Board off Directors of 
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CHLORIDE 


oF 


Diaparene 


CONTAINS CONTAINS 
BORIC BORIC 
ACID 


NO BORIC ACIOS 


a 


CHLORIDE 


METHYL BENZETHONIUM CHLORIDE 


BACTERICIDAL WATER-MISCIBLE SAFE??? 


The ever-present possibility of boric acid poisoning by 
transcutaneous absorption, when the skin is broken, indi- 
cates the physician’s and nurse’s need of making sure to 
recommend to every mother a “diaper rash” dusting 
powder and ointment containing no boric acid. 


1. Fisher, R. S. “Notes from The Office of the Chief Medical Examiner,” Baltimore, Md., April, 1951. 
2. Benson, R. A., et al.: “The Treatment of A ia D. titis with Diaparene,” J. Ped. 34:1-49, Jan., 1949. 
3. Niedelman, M. L,, et al.: “Ammonia Dermatitis: T with Diap Chloride Ointment,” J. Ped. 37:5-762, Nov., 1950. 


chp) PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, NEW YORK 10, NEW YORK #-S 
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Jermatitis has been learned during study of 
of infants in Baltimore in the past two years. 
The usual history that of development of a ‘diaper rash’ in an 
infant under one year of age, and treatment of the dermatitis by 
Me 


Present it... 


with motion — 


Almost any teaching or training program can be on 


improved by the use of 16mm. sound film. Not only is 

interest added but learning is more efficient with the Therapy, cerebral palsy. Photograph, 
audio-visual combination. Such films can go right to the courtesy of The Edith Hartwell 
point and, when desired, they can carry the information, 
‘findings, technics to many different audiences. ——— 


the Kodascope Pageant 
Sound Projector 


Newest—finest—member of the Kodak 16mm. projector 
family. Features include: Handsome, one-case unit, 
complete with speaker. Superb tonal quality. Big, 
brilliant pictures with border-to-border screen 
sharpness. Completely portable—easy to carry and to 
set up—weight less than 33 pounds. Simple, quiet, cool 
operation—and it is lubricated for life. Operates on 
either AC or DC. List price, $400. 


For further information see your photographic 
dealer or write for booklet F1-54. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Complete line of Kodak Photo- 

graphic Products for the Medical 

Profession includes: cameras and 
projectors—still- and motion-picture; 
film—full color and black-and-white (includ- “ 
ing infrared); papers; processing chemicals; 
microfilming equipment and microfilm. 


Serving medical progress through Photography and Radiography 


TRADE-MARK 
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Peripheral Vascular Disease 
Treated with Specific 
Dynamic Action Gelatine 


Recent studies demonstrate that KNOX GELATINE offers a simple and economical 
method of producing continuing peripheral vasodilation with maintenance of total 
body heat. By directing KNOX GELATINE DRINK, your Raynaud-like cases or cases 
where vasodilation is indicated can be kept comfortable without resort to drug 
therapy or necessity of change of climate. 


A brief discussion of the rationale of Knox 
Gelatine in vasodilation is on the facing page 


Empty one envelope (¥% pkg.) Knox Gelatine in glass half-full of water, any fruit juice or milk, 
not too cold. Let liquid absorb gelatine; stir briskly and drink quickly. If it thickens, add 
more liquid and stir again. Food value 7 gms. available amine acid, 28 calories. . .. Since 
the specific dynamic action of gelatine lasts 2 to 3 hours, several envelopes of Knox 
Gelatine would be indicated throughout the day, as needed. 


Available at Grocery Stores in 4-Envelope Family Size and 
32-Envelope Economy Size Packages. 
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Abel? showed a marked increase in metabolic rate (Specific Dynamic Action) 
from the ingestion of a protein meal consisting mostly of gelatine. The effect was 
marked and sustained. Abramson and Fierst? had demonstrated a marked increase in 
peripheral blood flow from a protein but not from a carbohydrate meal, so that the 
increase could not have been due to the increase in oxygen consumption alone. 


Recent scientific study* showed that the effective and sustained increase in 
peripheral blood flow is due to the high Specific Dynamic Action of proteins. 
Gubner et al* determined oxygen consumption; the skin temperature of the fingers, 
toes and forehead; the vascular oscillations of the calf and forearm muscles; and 
the blood flow of the hand and foot by a venous occlusion method,* before and 
after the ingestion of glycine. The increase in blood flow to the toes was fully 
equal to posterior tibial nerve block in the 6 cases in which comparison was made. 
This indicated maximal vasodilation, attained in 142 to 3 hours after ingestion. 


The Specific Dynamic Action of proteins is due to four amino acids, including 
glycine. Gelatine contains over 85 per cent of these amino acids. Following a pro- 
tein meal high in gelatine, there occurs a peak in Specific Dynamic Action averag- 
ing 20 per cent of basal levels, and an increase in peripheral blood flow lasting 
over seven hours.® 


1. Abel, M.S. The specific dynamic action of protein. Am. J. Med. Sci., 205:414,1943. 

2. Abramson, D. |., and Fierst, S. M. Peripheral vascular responses in man during digestion. 
Am. 3. Physiol., 133:686, 1941. 

3. Gubner, R., DiPalma, !. R., and Moore, E. Specific dynamic action as a means of augment- 
ing peripheral blood flow. Use of amino-acetic acid. Am. J. Med. Sci., 213:46, 1947. 

4. Abramson, D. I. Vascular responses in the extremities of men. Chicago Univ. Press, 1944. 

5. Lewis, T. Vascular disorders of the limbs. pg. 50, Macmillan, 1936. 


You are invited to send for a new brochure on this subject. 
Write te Knox Gelatine, Johnstown, New York, Dept. GP 


KNOX 


ALL PROTEIN—NO SUGAR 
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ATHEROSCLEROSIS | 


DIABETIC CHOLESTEREMIA 


AK 


A COMMON A COMMON 
DENOMINATOR? THERAPEUTIC AID? 


In these and other 6 aT 


TRADEMARK 


“high cholesterol diseases” The Lipotropic Formula with a PLUS 


such as xanthomatosis, se- wary: 
Helps to restore or maintain normal 


lipid metabolism, secure the desir- 
rotic nephritis, and many able balance between blood choles- 
geriatric conditions, there terol and phospholipid levels,* and 

i ¥ * 
‘ presents not only the synergistic 
won in the form of disturbed lipotropic value of choline and inosi- 
lipid metabolism, often as- tol, but also the oxidation-stimu- 
sociated with impaired ox- lating effect of thiamine, riboflavin, 
idative efficiency." and nicotinic acid.? 


vere hypothyroidism, neph- 


2 Agreeable Dosage Forms 


B-TROPIC SOLUTION B-TROPIC CAPSULES 
Each fluidounce contains: Each capsule contains: 


Tricholine Citrate Choline Dihydrogen Citrate 375.0 mg. 
Inositol, Bibliographic (47% choline base) 
Series Bulletin, no. 6, Inositol . Thiamine Hydrochloride. . 
Pittsburgh Thiamine Hydrochloride Riboflavin .......... ne 
-A.M.A. Riboflavin Nicotinic Acid......... 

2 20 mg. 
Gertler, M. M., et al.: 
Circulation 2:517, 1950. In a flavored, sugar-free vehicle 


Bottles of 1 pint and 1 gallon Bottles of 100, 500, and 1000 capsules 


*Trademark of The Vale Chemical Co., Inc. 
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In the treatment of functional uterine bleeding, a preference for natural estrogens has been 
expressed, and Hamblen refers to “Premarin” as “The natural estrogen of our choice...” 
Hamblen, E. C.: M. Clin. North America 32:57 (Jan.) 1948. 


7 Pp R E M A R IN oes functional uterine bleeding 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine). 


Ayerst, McKenna & Harrison Limited +» New York, N. Y. « Montreal, Canada 


5226 
= 


to equal the nicotinic acid content 

of “Beminal” Forte with Vitamin C. 

One capsule No. 817 provides 100 mg. of 
nicotinamide. More than 10 loaves of bread 
would be needed to furnish the same amount. 
This is but one feature of “Beminal” 

Forte with Vitamin C which also contains 
therapeutic amounts of other important B 


complex factors and ascorbic acid. 


Forte with 


Vitamin C 


No. 817: Each dry-filled capsule contains: 
Thiamine HCl (B;) 
Riboflavin 
Nicotinamide 
Pyridoxine HCl (B,) 
Calc. pantothenate 
Vitamin C (ascorbic acid) 
Supplied in bottles of 30, 100, and 4000. 


| Ayerst, McKenna @ Harrison Limited 


CARDIOVASCULAR 


defined; no transudation, 
hemorrhage, or papilledema. 


RUTAMINAIL* provides the extra protec- 

tion of rutin and ascorbic acid...insupport 8erderline. Capillaries show 

of the cardiotonic action of aminophyl- dation. Incipient papilledema, 

line, and the sedation of phenobarbital. 


Abnormal. Capillaries tor- 
tuous, with areas of hemorrhage 
and transudation. Papilledema. 


RUTAMINAL... 


*RUTAMINAL is a trademark of Schenley laboratories, Inc., S e H E N LEY LA BO RAT oO RI ES, | N sal 
and designates exclusively its brand of tablets containing 


rutin, ascorbic acid, aminophylline, and phenobarbital. LAWRENCEBURG «+ INDIANA 


© Schenley Laboratories, Inc. 
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Recent Report” Shows Value of 
New Biochemical Determinations 


“Six weeks of oral iron 
(Mol-Iron) therapy will in 
the anemic mother produce 
the equivalent of 4 
transfusions at a fraction 
('/40) of the cost”* 


In an unusually thorough clinical 
study recently reported, Lund* 
was able to diagnose the presence 
of true iron deficiency anemia of 
pregnancy and to evaluate with a 
high degree of accuracy its response 
to therapy. 


NEW DETERMINATIONS SHOW 
TRUE BLOOD PICTURE 


Accuracy in diagnosis and evalu- 
ation of response to treatment was 
made possible by combining new 
biochemical diagnostic determina- 
tions—blood volume, erythrocytepro- 
toporphyrin, total hemoglobin mass 
—with hematologic studies rou- 
tinely used in clinical practice. 
These newer techniques permit a 
more accurate appraisal of the ane- 


mic state and its response to ther- 
apy since they take into account 
the definite but widely varied in- 
creases in plasma volume that occur 
during pregnancy. Such increases 
in blood volume, of course, con- 
siderably limit the usefulness of 
routine blood counts during preg- 
nancy. 


THERAPEUTIC RESPONSE TO 
MOL-IRON 


**... the oral administration of a 


molybdenum ferrous sulfate com- 
pound (Mol-Iron) effectively 
treated 95 per cent of a group of 

. patients with iron deficiency 
anemia of pregnancy.” 

Six weeks’ treatment with Mol- 
Iron—providing 240 mg. elemen- 
tal iron daily—produced increases 
in total hemoglobin mass of 80 to 87 
per cent. 

“In the severely anemic patient 
molybdenized ferrous sulfate (Mol- 
Iron) will assist in the regenera- 
tion of 45 Gm. of hemoglobin per 
week or the equivalent of a 350 cc. 
blood transfusion.” 

The author observed an average 
*Lund, C. J.: Studies on the Iron Deficiency 
Anemia of Pregnancy, Am. J. Obstet. & Gynec. 


62:947 (Nov.) 1951 
(Reprint available upon request) 
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hemoglobin gain of 2.9 Gm. per 
cent in 4 weeks of Mol-Iron ther- 
apy during late pregnancy; this is 
almost identical with the frequently 
reported figure of 2.8 Gm. per cent 


normal increase in total hemoglo- 
bin. Treatment may be stopped at 
delivery. If the anemia is discov- 
ered during the last trimester, full 
normal response is not usually ob- 


RESPONSE TO MOL-IRON THERAPY 


BEFORE 
REATMENT 


2 


WEEKS OF TREATMENT 


MEAN 


incase! MEAN INCREASE MEAN INCREASE 


| TIME MEAN 
| 
| 


Early* 7.4 8.9 
Latet 7.1 9.0 
Early 327 416 
| Late 335 407 


rigb. Gm. % 
Total hgb. Gm. . 


| 
13 O96 26 9.7 28 
2 | 10, 36 10.6 47 
56 612 87 
20 54 595 80 


{Treatment initiated thereafter. 


*Treatment initiated during the period of rising plasma volume (before 32 to 34 weeks gestation). 


in 3.7 weeks following intravenous 
iron. 


WELL TOLERATED 


Of a total of 75 patients receiving 
Mol-Iron therapy, Lund observed 
only one (1.3 per cent) who was 
unable to continue the medication 
because of gastrointestinal disturb- 
ances. 


SUGGESTED THERAPEUTIC PLANS 


“The results of this study suggest 
the following therapeutic plans. If 
the anemia is discovered during 
the first or second trimester, active 
treatment with iron will not only 
restore the normal amount of hemo- 
globin, but will also reproduce the 


1. Dieckmann, W. J., and Priddle, H. D.: Am. 
J. Obstet. & Gynec. 57:541, 1949. 

2. Dieckmann, W. J., and Aesnsianen: Am. J. 
Obstet. & Gynec. 59:442, 1950. 


3. Forman, J. B.: Conn. State M. J. 14:930, 1950. 
4. Talso, P. J.: J. Insurance Med. 4:31, 1948-49. 


tained before delivery; in such 
cases the treatment should con- 
tinue for 6 or 8 weeks postpartum.” 


COMMENT 


Utilizing newer biochemical deter- 
minations, this study* indicates 
that Mol-Iron is an exceptionally 
effective iron preparation. Thus it 
gives strong emphasis to the al- 
ready extensive evidence that has 
accumulated demonstrating the 
definite therapeutic superiority of 
Mol-Iron.!8 


Mol-Iron supplied as: Mol-Iron Tablets, 
Mol-Iron Liquid, Mol-Iron Drops, Mol- 
Iron with Calcium and Vitamin D (cap- 
sules), Mol-Iron with Liver and Vita- 
mins (capsules). White Laboratories, 
Inc., Kenilworth, N. J. 


. Chesley, R. F., and Annitto, J. es S Mar- 
garet Hague Mat. Hosp. 1:68, 

. Healy, J. C.: J. Lancet 66:218, ee. 

. Neary, E. R.: Am. J. Med. Sc. 212:76, 1946. 

. Kelly, H. T.: Pennsylvania M. J.51:999, 1948. 
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DESITIN 


OINTMENT. 


the pioneer external 
cod liver oil therapy 


“soothing, drying 
and healing’’’* in 
infant dermatoses 


protective — Desitin Ointment 
“showed definite prophylactic 
properties” with the incidence 
of nonsuppurative dermatoses 
about one-third that of control 
group. 


therapeutic — Desitin Ointment 
“was used successfully” in the 
treatment of both non-infect- 
ious dermatoses and various 
wf Desitin Ointment is a non-irritant blend of infections of the skin in the 
high grade, crude Norwegian cod liver oil (with its un- newborn infant. 
saturated fatty acids and high potency vitamins A and 
D in proper ratio for maximum efficacy), zinc oxide, tal- 
cum, petrolatum, and lanolin. Does not liquefy at body 
temperature and is not decomposed or washed away 
by secretions, exudate, urine or excrements. Dressings 
easily applied and painlessly removed. 


Tubes of 1 02., 2 02., 4 0z., and 1 Ib. jars. 


write for samples and reprints 


in diaper rash 

e exanthema 

non-specific dermatoses 
intertrigo e chafing 


e irritation 


(due to urine, excrement, 
chemicals or friction) 


DESITIN 1. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of 
CHEMICAL COMPANY @ Pediat. 68:382, 1951. 


a K , 2. Behrman, H. T., Combes, F. C., Bobroff, A. and Leviticus, R.: 
70 Ship Street + Providence 2, R. 1. Ind. Med. & Surg. 18:512, 1949. 
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No. 2 of a series In the treatment of alcoholism with "Antabuse"... 


Q. If the patient fails to develop 
a satisfactory reaction to the 
drinking trial, should dosage be 


increased? 


A. No. The initial dosage should 
be continued for one or two more 
weeks, at which time a drinking 
trial is likely to produce the 


desired reaction. 


The above is typical of the countless questions received from the 
medical profession. Should you require further information regard— 
ing this or any other aspect of "Antabuse" therapy, please feel free 
to call on us. Descriptive literature is available on request. 


Brand of specially prepared and highly purified tetraethylthiuram disulfide 


a "chemical fence" for the alcoholic 


Supplied in tablets of 0.5 Gm., bottles of 50 and 1,000 
Ayerst, McKenna & Harrison Limited @ 
5207 New York, N.Y. + Montreal, Canada 


GP « May, 1952 


: = 
| () 
Wi 
eee 


- BOVIE electrosurgical unit serves with equal 


distinction. Bovie precision and dependability, 
unequalled by any other electrosurgical appar- 
atus, is the result of more than 34 years contin- 
uous research and technological improvement | 
by L-F engineers—augmented by military ex 
perience in three wars. 
Today's Military BOVIE is built for t. 1g 
global war and the most extensive and de- 
manding surgical needs. Portable and rugged 
enough for rough transport and parachute 
drop, it will resist tropical fungus and drenching 
rains, or arctic ice and snows. The development 
of this unit makes the same safe cutting and 
coagulating currents available to the military 
as are so successfully ‘ 
surgeon. 
available for your use. The Army, Navy, and 


SYMBOL OF DEPENDABILITY AND PERFORMANCE IN 
ELECTROSURGICAL APPARATUS @ ELECTROMEDICAL APPARATUS 


X-RAY SPECIALTIES RECOGNIZED THE WORLD OVER 
THE LIEBEL-FLARSHEIM COMPANY 


CINCINNATI 2, OHIO 
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ROUND THE CLOCK PROTECTION 
IN BRONCHIAL ASTHMA 


Dainite Tablets provide day and night protection for the asthmatic 
. patient, with almost complete absence of side-effects.’ In a series 
D AY >, a. of 100 patients with bronchial asthma and pulmonary emphysema 
a : receiving Dainite Tablets on arising and retiring, only 2 patients 
Each Doinite Day Toa eptoms: noted nausea’ despite the daily, full therapeutic dose of amino- 
—_—: -- Va gr phylline. Marked objective improvement of respiratory function, 
Ephedrine HCI with significant relief of wheezing, dyspnea and cough, has been 
observed." 
DAINITE (Irwin-Neisler) provides a night and day difference in 
treatment that meets the requirements of the active and the resting 
patient. The use of antinausea factors safely permits a more effec- 
tive, prolonged dosage of aminophylline than previously available 
in asthmatic preparations. 
Supplied as the DAINITE UNIT containing 48 Day Tablets and 18 
: _ Nite Tablets in a unique dispensing unit . . . at prescription phar- 
a — on macies everywhere. Average Dose: One Dainite (Day) Tablet t.i.d. 
Sodiunt Bantoborbitol.... or. before meals; one Dainite (Nite) Tablet at 10 P.M. 


Aminophylline 1. J.A.M.A. 147:730-737 (Oct. 20) 1951. Literature and detailed dosage 
Benzocaine information on request. 


IRWIN, NEISLER & COMPANY e« DECATUR, 
Research lo Sewe Your Fraciice 
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in routine therapy 


for day-in and day-out use 


Whenever a repository type of penicillin is indicated, Compenamine merits 
routine use. Clinically, it proves as effective as procaine penicillin, producing 
essentially the same plasma penicillin levels, but these levels appear to be more 
prolonged. In addition, Compenamine shows a notably low rate of reactions. 
In clinical investigations to date it has been shown to lead to reactions in a 
negligible percentage of all patients treated.: 


for fewer reactions 


Ina special study comprising only patients who had shown undesirable reactions 
to other forms of penicillin, the majority of patients tolerated Compenamine 
well, without such side reactions. In the remainder of these penicillin-sensitive 
patients in whom reactions to Compenamine did occur, these reactions were 
comparatively mild and of relatively short duration.? 


Compenamine is available in three dosage forms: Compenamine (dry powder 

for aqueous suspension), Compenamine Aqueous (ready for injection), and 

Compenamine in Oil, the latter two in vial and cartridge forms. 

1. Longacre, A. B.: P-92 Penicillin; Report of a Very Low Reaction Rate in Therapy with a New Penicillin 
Salt, Antibiotics & Chemotherapy 1:223 (July) 1951. 


3. —— E. R.,; Ishihara, S. J., and Waters, T.: A New Form of Penicillin with Anti-Allergic Properties, 
Pract. & Digest Treat. 2:411 (May) 1951. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 E. 42nd St., New York 17, New York 
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NEW...a more complete product for control of 
OBESITY 


5 Important factors in 1 small capsule 


5 mg. Dextro-Amphetamine Sulphate 
to inhibit appetite 


% gr. Phenobarbital 


to offset nervous stimulation 


3 200 mg. Methylcellulose 
to provide needed bulk 


4 | 10 vitamins | fo provide protective 
amounts of important 
5 | 8 minerals } nutrients 


Capsule disintegrates quickly allowing 
immediate action 
LOW COST TO PATIENTS 
(approximately 4¢ per capsule) 


AVAILABLE AT ALL PHARMACIES— 
BOTTLES OF 100 CAPSULES 


5 Ling: > 
4 


the NEW hematinic 


for better results... 


2 tablets t.i.d. contain: 


50% USP Crystalline 
Bi2 150% Biz Concentrate 60 meg. 


FOLIC ACID 5.1 mg. 
GASTRIC SUBSTANCE 600 mg. 
FERROUS GLUCONATE 18 gr. 
COPPER SULPHATE 15 mg. 


TRULY THERAPEUTIC AMOUNTS 
OF B COMPLEX and C: 


Thiamine Chloride 10 mg. 
Riboflavin 10 mg. 
Niacin Amide 150 mg. 
Pyridoxin Hydrochloride . 2 mg. 
Calcium Pantothenate 10 mg. 


NATURAL B COMPLEX FACTORS: 


Desiccated Liver 1200 mg. 


VITAMIN C 300 mg. 
COMPARE: Completeness, potency and cost 


NOW AVAILABLE AT ALL PHARMACIES 
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as an antihistaminic agent 


in allergic rhinitis 


in urticaria 


in serum sickness 


in angioneurotic edema 


in hay fever 


for Maximum relief 


with Minimal side effects 
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RETAFEN 


with Hexachlorophene and other effective medicaments 


Gown mince shin txrttatins 


ANTIPRURITIC © antipacteriat ANTIFUNGAL 


Hexachlorophene 1%, Acid Carbolic 0.9%, 


Resorcinol 1%, Oil of Tar Rectified 0.5% 
and Zinc Oxide 4% in a specially prepared, 
perfumed, polyethylene glycol base— 
readily releasing the active ingredients at 
the site of administration, non-irritating, 


easily washable and non-staining. 


Supplied in 15 Gm. (% oz.) tubes, individually cartoned, and 3% oz. jars. 


Also available: Retafen Liquid in 2 fluidounce bottles. 


VB 


VANPELT & BROWN, Inc. = Pharmaceutical Chemists RICHMOND 4, VA. 
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at safe levels i 
, mild diuresis and sedation, a a 
and as a prophylactic measure, 
a 
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PAIN CONTROL 


‘Tabloid’ 


with CODEINE PHOSPHATE* 


gr.-No.1  gr.t-No.2 gr.4-No.3 gr. 1-No. 4 


*12 times more soluble than sulfate 


Burroughs Wellcome & Co. (U.S.A.) Inc. 
Tuckahoe 7, N. Y. 
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a suceessful New product 


in /the treatment of aller gies and (dermatoses 


(BACTERIAL POLYSACCHARIDE ) 


Pyromen initiates responses in the circulating leucocytes 
and in the reticulo-endothelial system. 
Pyromen is proving to be increasingly useful 
in the treatment of many allergies and dermatoses, 
as well as certain ophthalmic disorders. 
Pyromen is supplied in 10 cc. vials 
containing 4 gamma (micrograms) per cc. and 
in 10 ce. vials containing 10 gamma per cc. 
“Pyromen” on your Rx will bring you 
our new booklet detailing the use 
of this new therapeutic agent. 


Dove orton Grove, Illinois 
SEE ENCLOSURE 
INTRAVENOUS USE OF 


tured by 
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| Sybsidiary of BAXTER LABORATORIBS, INC. i 


Nitranitol provides it... 


permitting hypertensives to resume more normal lives 


What’s more, therapeutic dosages of NITRANITOL can be 
maintained over long periods of time . . . without frequent 


checkups . . . without worry about possible toxic effects. 


NITRANITOL is the universally prescribed drug in the 


management of essential hypertension. 


(Merrell ) 


1828 


New York © CINCINNATI © Toronto 


é 
()) 


vasodilation what you want... 
for your hypertensive patients ? 


When vasodilation alone is indicated. Nitranitol. (% gr. mannitol 
hexanitrate. ) 


When sedation is desired. Nitranitol with Phenobarbital. (% gr. pheno- 
barbital combined with % gr. mannitol hexanitrate.) 


For extra protection against hazards of capillary fragility. 
Nitranitol with Phenobarbital and Rutin. (Combines 20 mg. rutin with above 
formula.) 


When the threat of cardiac failure exists. Nitranitol with Pheno- 
barbital and Theophylline. (% gr. mannitol hexanitrate combined with % gr. pheno- 
barbital and 1% grs. theophylline.) 


NEW ... For refractory cases of hypertension. Nitranitol P.V. (% gr. 
mannitol hexanitrate combined with % gr. phenobarbital and 1 mg. Veratrum viride 
alkaloidal fraction — biologically standardized for hypotensive activity.) 
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a product of 


modern hematonic... 


For the correction of nutritional anemias, 
Zymalixir supplies the 4 basic hematinics — 
iron, vitamin B, 9, folic acid and liver concen- 
trate. It also provides the vitamin B factors 
to aid in full utilization of the hematinics. All 
of these substances are combined in a palatable 
elixir that appeals to patients of all ages. 


Each 5 cc. (approximately one teaspoonful) contains: 


(equivalent to 15 mg. of iron) 
Thiamine Hydrochloride (B,) ................ 1.0 mg. 
RiboRavin Gils, GF 1.0 mg. 
Pyridoxine Hydrochloride (By) ............... 0.5 mg. 
Vitamin Bj. Activity ................. 2.0 micrograms 
Supplied in 12 fluidounce bottles. 
*Trademart 


for medicine... produced with care... designed for health 


THE UPJOHN COMPANY. KALAMAZOO, MICHIGAN 
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Actual photograph of a liver (weight, 2800 
grams). The underlying parenchyma is greasy 
and diffusely orange-red. 


Microscopic section of liver stained for fat with Sudan 4 and counterstained with 
hematoxylin. The numerous fat-laden liver cells show up orange-red in color. 
Magnification: X 60. Inset shows liver from which section was taken. 


The liver of an overweight patient 


Weight reduction—of even a few pounds—is often the surest means of 
lengthening life and diminishing future illnesses. 


‘Dexedrine’ Sulfate curbs appetite, makes it easy for the patient to adhere 
to a low-calorie diet and thus to reduce weight safely—without the use 
(and risk) of such drugs as thyroid. 


Smith, Kline & French Laboratories, Philadelphia 


Dexed rine" tablets & elixir 


the most effective preparation for control 
of appetite in weight reduction 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 


The heavy veil of mental depression often falls upon modern man 
in his struggle against the growing complexities of these troubled times. 


In such cases, you have need for—and will welcome—the unsurpassed 
antidepressant action of ‘Dexedrine’ Sulfate. By restoring your patient’s 
mental alertness and optimism, by inducing a feeling of energy and well-being, 
‘Dexedrine’ lifts your patient out of the gloom of depression and helps make 
him emotionally fit to face the future. 


Smith, Kline & French Laboratories, Philadelphia 


‘Dexedrine’ T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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sans the question... 


WHAT SORT OF RESULTS 
HAVE YOU HAD WITH FELSOL? 


.. AND, 9 OUT OF 10 DOCTORS ANSWERING 


FELSOL provides prompt 
antispasmodic, antipyretic, and 
analgesic action in 

symptomatic relief of ASTHMA, 
HAY FEVER, CHRONIC 
BRONCHITIS, and SPASMODIC 


For | AMERICAN FELSOL COMPANY 


THIS NEW LORAIN, OHIO 


BOOKLET Please send me your booklet, BRONCHIAL ALLERGIC 
DISEASE . . . and “threshold therapy”, also clinical 
samples of FELSOL. 
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nati vibromide for sate 
aad effective spesmelysis 


Providing the safe and effective 

spasmolytic action of 

methylbromide, Lusyn is 

indicated in such conditions 

cardiospasm, pylorospasm, 

ulcer, gastroenteritis and 

colon. Homatropine 

is 30 to 50 times less likely t& 

produce side-effects than 

_a wide safety 

Furthermore, the Alukali 

Lusyn provides a soothingy 

adsorbent, acid-huffering fon 

proteetion of the 

and Alukalin does net produce: 

alkalosis or acid rehound, 

Restlessness and anxiety are ee 

calmed by. the mild sedative 

_. ~ of phenobarbital, which alse 
reinforees the spasmolvtic efficasy 
hontatropine methyl 


ALTBIE LABORATORIES, 
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only one application of 


EURA X biccks the 


“uch-scratch reflex” 
for 6 to 8 hours 


The prompt, prolonged and effective 
action of the new antipruritic, Eurax, 
has been authoritatively reported in lead- 
ing dermatologic journals.’ 


Eurax affords “complete relief” in two 
out of every three cases and “consider- 
able relief” in the majority of the remain- 
der.! Not an antihistaminic, not a -caine 
derivative . . . EURAX is virtually nonsen- 
sitizing and nontoxic,‘* and, importantly, 
does not lose its effectiveness after con- 
tinued use.” 


In addition to its nonspecific anti- 
pruritic properties, EuRAX is a potent 
scabicide.*"! Only 1-2 applications pro- 
duce cure rates ranging up to 100 per 
cent with the added advantage that the 
bacteriostatic properties of Eurax effec- 
tively control secondary coccal infections, 


EURAX... the new long-lasting antipruritic 


Eurax (brand of crotamiton) contains N-ethyl-o-crotonotoluide* 
in a 10 per cent concentration in a vanishing cream base. 


Tubes of 20 Gm. and 60 Gm. and jars of 1 Ib. 


bibliography: (1) Couperus, M.: J. Invest. Dermat. 13:35, 1949. (2) Peck, S. M., and 
Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 
(3) Soifer, A. A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. (4) Johnson, 
S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 1951. 
(5) Hitch, J. M.: Clinical Appraisal of a New Antipruritic 
(N-ethyl-o-crotonotoluide), to be published. (6) Tobias, N.: G. P. 4:43, 
1951. (7) D joz, R.: Schweiz. med. Wehnschr. 76:1210, 1946. 
(8) Patterson, R. L.: South. M. J. 43:449, 1950. (9) Pierce, H. E., Jr.: 
J. Nat. M. A, 43:107, 1951. (10) Hand, E. A.: J. Michigan M. Soc. 
49 :1286, 1950. (11) Tronstein, A. J.: Ohio State M. J. 45:889, 1949. 


*U.S. Pat. $2,505,681 


é | g 4 GEIGY PHARMACEUTICALS -« Division of Geigy Company, Inc. 


220 Church Street, New York 13, New York 
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antibacterial action plus . 


@ greater solubility 


Gantrisin is a sulfonamide so soluble that 


there is no danger of renal blocking and 


no need for alkalinization. 


@ higher blood level 
Gantrisin not only produces a higher blood 


a level but also provides a wider 


antibacterial spectrum. 


economy 


Gantrisin is far more economical than 


antibiotics and triple sulfonamides. 


less sensitization 


TABLETS 


O Gantrisin is a single drug—not a mixture of 
several sulfonamides—so that there is less 
likelihood of sensitization. 


AMPULS 


GANTRISIN®—brand of sulfisoxazole 


(3,4-dimethyl-5-sulfanilamido-isoxazole) 


| HORFMANN-LA ROCHE INC. 


Roche Park + Nutley 10 + New Jersey 
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HERE'S ONE 


ADVANTAGE 
FOR YOU TO CONSIDER BE she THE 195% DIATHERMY CHANGEOVER 


Raytheon Radar “MICROTHERM” merits thorough 
investigation on your part before expiration of the 
F. C. C. grace period and the changes in diathermy 
equipment it may involve. Compare “MICRO- 
THERM” with any other diathermy equipment: 


— for ease and speed of application the new 
Director “D” — available as an accessory at slight 
extra cost — now provides a complete range of con- 
trolled application over any desired area 


— for high clinical efficiency — penetrating en- 
ergy for deep heating — desirable temperature ratio 
between fat and vascular tissue — effective production 
of active hyperemia— desirable relationship between 
cutaneous and muscle temperature 


— for patient's comfort and safety — no elec- 
trodes — no pads — no shocks or arcs — no contact 
between patient and directors 


— FOR AVOIDING TELEVISION INTERFERENCE. 
The new and highest television channel gives up to 
920 megacycles. Raytheon Radar “MICROTHERM” 
operates at 2450 megacycles, far, far above the televi- 
sion wave range. 


APPROVED BY THE F.C.C., CERTIFICATE NO. 0-477 
UNDERWRITERS’ LABORATORIES 


Excellence in Elechenies 


RAYTHEON MANUFACTURING COMPANY - WALTHAM 54, MASS. 
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36 gr.aminophylline 
a day/,. ORALLY 


Aminodrox,a tablet containing colloidal 
aluminum hydroxide with 1 1/2 or 3 gr. 
of aminophylline provides what the med- 
ical profession has been looking for-a 
dependable method of oral administration 
of aminophylline in doses large enough to 
produce the same high blood levels ob- 
tainable with parenteral administration. 


This is possible with Aminodrox because 
gastric disturbance is avoided. 


Several studies* attest to the large dose tolerance of 
Aminodrox. A dose of 36 grains daily produced 
PROVED blood levels Aigher than would be customarily aimed 
at with parenteral administration. In hospitalized 
patients on this excessively massive dosage, only 
27 % showed gastric distress. Contrast this to the 
42 % intolerance to plain aminophylline with only 12 
grains a day. Another group of patients on 15 
grains daily of aminophylline—administered as Ami- 
| eee nodrox—showed excellent tolerance to this dosage 
i and blood levels well in the therapeutic range hither- 
to obtainable only by injectable** aminophylline. 


= 


Aminodrox now makes it possible to dis- 

card the inconvenience and potential haz- 

ards of non- -emergency parenteral amino- 

phylline. Besides its use as a diuretic, it ° 

is now feasible to use ora/ aminophylline aminodrox 

eart failure, bronchial and cardiac asth- mi . 

ma, status asthmaticus, and paroxysmal nophyiline thesapy 

dyspnea. 


*Cronheim, G., Justice, T. T., and Kin $.. A New Ai 
proach Increasing Tolerance of Ont” Mew 


— Massengill 
*Justice, T. A fe Allen, G., and Cronheim, G., Spadies with 


Two New ylline Preparations—to be published 


**Waxler, S. H. and Schack, J. A., Administrat fA hyl- * 
lige A, 143:8, 736-759, June 1950 (Tins seady docs Bristol, Tennessee 
tefer to Aminodrox.) 


SEND FOR DETAILED LITERATURE 
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«definite objective 


WITH 


TRADE MARK 


OCH, 


KHELLOYD—pure crystalline khellin—was submitted to a carefully 
controlled clinical evaluation* in well-authenticated angina pectoris 
sufferers of long-standing. 


... The Published Findings with KHELLOYD... 


80% Controlled—*Using the crystalline preparation (KHELLOYD), we were able to 
control the anginal symptoms in eighty-percent of the patients treated . . .” 


KHELLOYD Well-Tolerated —<Untoward reactions were minimal” in therapeutic 
doses.“‘It appears that the crystalline preparation eliminates toxic effects which may 
well be produced by the impurities present in the crude preparations.” 


Objective Proof of Efficacy—...the ballistocardiograph gave...definite objective evi- 
dence...of the favorable influence of the drug (KHELLOYD) on the disease process.” 


Recommended Dosage ‘KHELLOYD W/P—the frequent association of nerv- 
7 tablet daily for 1 week; then ‘| ous tension with angina and the occasional incidence 
increased to 2 tablets daily, if neces- ‘of nausea often makes KHELLOYD W/P preferred. 
sary, as the average maintenance Each tablet contains KHELLOYD, 50 mg.; Pheno- 
dose. barbital, 14 gr. 


SUPPLIED: KHELLOYD (white) scored 50 mg. pure khellin tablet. 
KHELLOYD W/P (yellow) 50 mg. pure khellin with phenobarbital 44 gr. 
—Bottles of 50 and 250 tablets. 


*Nalefski, L. A.: The Use of Crystalline Khellin 
in the Treatment of Angina Pectoris (In Press). 


In the Service of Medicine Since 1870 


LLOYD BROTHERS, INC. ° CINCINNATI 3, OHIO 
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Relieves Mental Depression... 
Nervous Anxiety States 


Acting concurrently, the components of Syntil combine central stimulation with mild, 
relatively prolonged sedation—thus producing simultaneously 


elevation of mood; sense of well-being and efficiency—through the action of Syn- 
drox® Hydrochloride 


relaxation of nervousness, tenseness; relief of ae the “intermediate 
sedative” action of Butisol® Sodium 


v 


SYMPATHOMIMETIC-SEDATIVE 


Each scored yellow tablet contains: 
Syndrox® Hydrochloride 
Butisol® Sodium 15 mg. (4% gr.) 


SUPPLIED: Tablets Syntil are supplied in bottles of 100 and 1000. 
Samples on request. 


McNEIL 


LABORATORIES, INC. 
PHILADELPHIA 32, PA. 
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EMETROL 


|PHOSPHORATED CARBOHYDRATE SOLUTION! 


effective in 6 out of 7 cases of functional 
vomiting’... reduces gastrointestinal smooth 
muscle contractions physiologically . ++ COM- Bradley, JE, et als 
tains no antihistaminics, barbiturates, or other J. Pediat. 38:41, 1951; 
drugs ... also useful in nausea of pregnancy, ‘dem: Amer. Acad. 


Pediat., meeting Oct. 
and for drug- or anesthetic-induced vomiting _16, 1951. 


IMPORTANT: EMETROL is stabilized at an Supplied: 
optimal physiologic pH level. Dilution would _!n bottles of 3 
upset this careful balance. For this reason, pong ap tec 
EMETROL is always taken straight, and no cies everywhere 
fluids of any kind are allowed for at least 

15 minutes after administration. 


write for complete literature 
KINNEY & COMPANY e¢ COLUMBUS « INDIANA 
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How this Carnation Salesman Helps 


e 

Protect Your Recommendation of Carnation 
THIS SALESMAN, and hundreds like him throughout the 

country, do more than just sell Carnation Milk. At regu- 

lar intervals they also inspect Carnation stocks already 

on the retailers’ shelves. By checking a special code con- 

trol number on every can, these salesmen insure fresh, 

quality milk for the consumer...and thus help to protect 

your recommendation of Carnation. 


Only Carnation Gives Your Recommendation This 
5-WAY PROTECTION 


1. Carnation is constantly improving the raw milk supply. Cattle 
from world champion Carnation bloodlines are shipped to 
dairy farmers all over the country to improve the milk sup- 
plied to Carnation evaporating plants. 

2. Carnation accepts only high quality milk for processing. Carna- 
tion Field Men regularly check local farmers’ herds, sanitary . 
conditions and equipment — reject milk if it fails to meet a : i 
Carnation’s high standards. DOUBLE-RICH in the food 
3. Carnation processes ALL the milk sold under the Carnation label. values of whole milk = 
From cow to can Carnation Milk is processed—with prescrip- FORTIFIED with 400 units 
tion accuracy—in Carnation’s own plants under its own super- _ of vitamin D per pint 
vision. HEAT-REFINED for easier 
4. Carnation Milk is available everywhere. Mothers can find q digestibility a 
Carnation Milk in virtually every grocery store in every town " - ed 
throughout America. far safety 
5. Carnation quality control continues even AFTER the milk leaves 2 ee 
the plant, through frequent inspection of dealers’ stocks by Carna- 
tion salesmen. 


“The Milk Every Doctor Knows” ‘ 
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arate? ... by all physicians—an effective, pleasant tasting, nonconstipat- 
ing antacid for the relief of gastric hyperacidity and the protection 
of inflamed or ulcerated areas of the gastrointestinal mucosa. 


...Gelusil Antacid Adsorbent combines the advantages of non- 
reactive aluminum hydroxide and magnesium trisilicate. Unaltered 
by contact with the gastric contents this stable, acid-buffering gel 
has a prompt, prolonged antacid effect protecting the inflamed 
mucosa from acid irritation. 

Constipation—not uncommon in alumina gel therapy —is practi- 
cally non-existent with Gelusil Antacid Adsorbent.* 


Gelusil Antacid Adsorbent may be obtained in two pleasant tast- 
ing forms: liquid or tablet. Two Gelusil tablets or two teaspoon- 
fuls of Gelusil liquid may be given after meals or as often as 
necessary to relieve symptoms and hasten recovery. 


Gelusil Liquid—bottles of 6 and 12 fluidounces. 
Gelusil Tablets—boxes of 50 and 100, and bottles of 1000. 


1. Rossien, A. x. and Victor, A. M.: The Influence of An Antacid 
hydroxide gel) On Evacuation of the 
Bowels and the Fecal Column, Am.J.Dig.Dis., 14:226, 1947. 


WILLIAM R. WARNER 
DIVISION OF WARNER-HUDNUT, INC. 
New York Los Angeles St. Louis 
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1. IMMEDIATE 
2. SUSTAINED 
3. PROLONGED 


reduction in blood pressure 


Capsules Ray-Trote combine three supplementing 
therapeutic agents which serve to control high 
blood pressure with maximum efficiency. Capsules 
Ray-Trote introduce a timing element essential 3-stage action 
for the safest and most satisfactory control of 
hypertension. 
Nitroglycerin: Because of its rapid vasodilating 
action, nitroglycerin reduces blood pressure al- 


most instantaneously. To give the patient imme- 
diate relief, it still remains the drug of choice. * 
Sodium nitrite: Sodium nitrite is a somewhat 
Improved 


slower acting vasodilator, and begins to take full 
effect as the action of nitroglycerin subsides. 


Veratrum viride: Chemically standardized vera- 
trum viride is probably the most active and reliable 
cardiac depressant.! Although slow to act, its de- 
pressant effect on blood pressure is prolonged, 
exceeding that of sodium nitrite by several hours. 
Consequently, capsules Ray-Trote provide, in a 
single dosage form, immediate, sustained and 
prolonged therapeutic activity. 
Phenobarbital: Capsules Ray-Trote also contain 
phenobarbital, to maintain a calmer, more restful TIME 


hypertensive patient. 1. Immediate effect of nitroglycerin 


2. Time of action extended by sodium nitrite 
Dosage: One capsule every three or four h , 
S P ay Se en 3. Effect prolonged up to 5-8 hours by veratrum 


Discontinue use if pulse becomes abnormally viride 
slow, or patient complains of nausea. 


to control hypertension 


TRIPLE EFFECT OF RAY-TROTE IMPROVED 
IN REDUCING BLOOD PRESSURE 


BLOOD PRESSURE 


Formula: Each capsule contains: 

Nitroglycerin. . . . . . . . 0.25 mg. 
Sodium Nitrite. . . ... . 30mg. 

Veratrum Viride (standardized 
to 1.0% alkaloid content) . 65 mg. 
Phenobarbital ....... 15 mg. 
Supplied in bottles of 100, 500 and 1,000 capsules. 
Also available, Capsules Ray-Trote with Rutin. 
In addition to the Ray-Trote formula, each capsule 

contains Rutin, 20 mg. 


RAYMER PHARMACAL COMPANY 


Pharmaceutical Manufacturers 
Jasper and Willard Streets, Philadelphia 34, Pa. 


SERVING THE MEDICAL PROFESSION FOR NEARLY A THIRD OF A CENTURY 
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‘pono RESEARCH 


/// The NEW 0-TOS-MO-SAN 


is a Specific in Suppurative Ear Infections — 
both Acute and Chronic, also External Otitis 
because it is... 


BACTERICIDAL... — it KILLS 
BACTERIA, including BACILLUS PROTEUS, 
B. PYOCYANEUS, E. COLI, BETA HEMOLYTIC 
VIA STAPHYLOCOCCUS AUREUS 


(Isolated from ear infections and found resistant 
to antibiotics in laboratory tests) 


F U N G Cl DAL « it KILLS FUNGI — including ASPERGILLI, 
TRICOPHYTON, MONILIA, and 
MICROSPORUM 


NON-TOXIC e NON-IRRITATING 
STABLE e CLEAR 


PROVED EFFECTIVE AGAINST ANTIBIOTIC RESISTANT STRAINS OF ORGANISMS 


Substantiating Laboratory and Clinical data in press. 
FORMULA: 
A NEW, improved process, using 
Doho glycerol base, results in a 
chemical combination having elll 
these valuable properties. 


2.0 GRAMS A 
Sulfathiozele 1.6 TRY NEW 0-TOS-MO-SAN your 


Glycerol (DOHO) Base most stubborn cases, the results will 


16.4 GRAMS 
(Highest obtainable spec. grav.) Prowse 
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ALGAN—Liquid . . . For symptomatic relief in: 
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SALICYLATE 
Therapeutic Standby 


PARA-AMINOBENZOIC 
ACID Salicylate- 


Potentiating Effect J 

Capillary Protectant in Arthritis 3 


TRADEMARK 


ENTAB S&S 


FEATURES: FORMULA: 
Provides adequate doses of salicylate, long a mainstay Each Entab* contains: 


in therapy of arthritis and rheumatic fever Sodium Salicylate... .0.25 Gm. 
PABA enhances salicylate action, facilitating attainment (4 gr.) x 
of higher salicylate blood levels Para-Aminobenzoic a 
PABA itself exerts synergistic antipyretic action, in- Acid. Gm, 
creases feeling of well-being (4 gr.) : 
VITAMIN € raises ascorbic acid blood levels, depleted Ascorbic Acid.......0.020 Gm. 
by rheumotic disease and intensive salicylate medication (0.3 gr.) 
VITAMIN C in NEOCYLATE* prevents capillary damage SUPPLIED: Bottles contain- 
and, like PABA, helps to secure higher salicylate blood ing 200, 500, and 1,000 Entabs. 
levels 
cs Enteric coating minimizes possibility of gastric irritation *Trademark of The Central Pharmacal Co. 


THE CENTRAL PHARMACAL COMPANY 


SEYMOUR INDIANA 


; 4 TWO MO D R N 
ADVANCES’ . 
3 
‘ 
= 
§ 
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to obtain a 
response 
in GOUT and 


GOUTY ARTHRITIS 


Each NEOCYLATE* with 
COLCHICINE Entab* contains: 


Sodium Salicylate. 0.25 Gm. (4 gr.) 
. 0.25 Gm. (4 gr.) 


Ascorbic Acid «20.00 mg. (1/3 gr.) 
Colchicine 0.25 mg. (1/250 gr.) 


SUPPLIED: Bottles of 200, 500, 
and 1000 Entabs. 


*Trademark of The Central Pharmacal Co. 


“another Centidl First 


@ The specific effect of colchicine in relieving pain of 
gout 


@ The specific effect of salicylate in augmenting urate 
excretion 


@ The specific effect of para-aminobenzoic acid in rais- 
ing the salicylate blood level 


@ The specific effect of ascorbic acid in preventing 
depletion of vitamin C blood levels by salicylate 


\ THE CENTRAL PHARMACAL COMPANY © seymour, 
Products Born of Continuous Research 
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particularly 


beneficial 
in the treatment 
O 


Because CHLOR-TRIMETON® maleate, 
chlorprophenpyridamine maleate, has the 
greatest potency milligram for milligram 
of any available antihistamine, and 
because “Chlor-Trimeton has a relatively low 


incidence of side reactions,” it is a drug 


of choice for hay fever patients. 
7 CHLOR-TRIMETON 
maleate 


1. Silbert, N. E.: New England 


J. Med. 242:931, 1950. 
2. Eisenstadt, W. S.: Journal e 
CORPORATION 


BLOOMFIELD, NEW JERSEY 


hay fever.”’ 


i 
“al 
2 


in urinary tract infections: 


“Terramycin was selected [for 67 patients] in 
preference to other broad-spectrum antibiotics in view 
of high urinary excretion rate following small oral 
doses of the antibiotic.” Post-operative pyuria was 
significantly reduced after 44 major gynecological 
operations, and various other genito-urinary 
complications responded equally well. 

Blahey, P. R.: Canad. M.A.J. 66:151 (Feb.) 1952. 


ANTIBIOTIC DIVISION 
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Terramycin is also indicated in a wide range of 


GRAM-POSITIVE BACTERIAL INFECTIONS 
Lobar pneumonia + Mixed bacterial pneumonias 
Bacteremia and septicemia 
Acute follicular tonsillitis 
Septic sore throat + Pharyngitis 
Acute and chronic otitis media 
Acute bronchitis * Laryngotracheitis 
Tracheobronchitis + Sinusitis 
Chronic bronchiectasis 
Pulmonary infections associated 


with pancreatic insufficiency 
Scarlet fever « Urinary tract infections 
Acute and subacute purulent conjunctivitis 


Acute catarrhal conjunctivitis 
Chronic blepharoconjunctivitis 

not involving the meibomian gland 
Abscesses * Cellulitis 
Furunculosis Impetigo 


Infections secondary to Acne vulgaris 
Erysipelas Peritonitis 


GRAM-NEGATIVE BACTERIAL INFECTIONS 


Gonorrhea * Brucellosis 
Bacteremia and septicemia 


Friedlénder’s pneumonia 


Mixed bacterial pneumonias 

Pertussis * Diffuse bronchopneumonia 
Post-partum endometritis + Granuloma inguinale 
Dysentery * Urinary tract infections 


featlable as 


CAPSULES Respiratory tract infections 


ELIXIR Cellulitis + Peritonitis * Tularemia 
ORAL DROPS 


SPIROCHETAL INFECTIONS 
INTRAVENOUS Syphilis * Yaws « Vincent’s infection 


OPHTHALMIC 


RICKETTSIAL INFECTIONS 


Epidemic typhus + Murine typhus 
Scrub typhus * Rickettsialpox 
SOLUTION 


Q fever » Rocky Mountain spotted fever 


VIRAL INFECTIONS 


Primary atypical pneumonia (virus pneumonia) 
Lymphogranuloma venereum * Trachoma 


PrROTOZOAL INFECTIONS 


Amebiasis 


CHAS. PFIZER ®& CO., INC., Brooklyn 6, N. Y. 


GP « May, 1952 


Denominator: 


‘The base dries as a protective 


ilm. No bandaging required. Washes off easily 
alamine, 10%; glycerine, me 0.25% 


ds 


mILPTUNA PLUS offers the most modern, com- 
plete aid to the treatment of all types of anemia. 


HEPTUNA PLUS furnishes the interrelated ac- 
tions of Ferrous Sulfate, Copper, Zinc, and Cobalt 
for more dependable hemoglobin regeneration - . . 
the potent hemopoietic actions of Vitamins B,2 and 
Folic Acid for stimulation of the blood-forming 
organs to greater activity—the nutritional effects of 
8 essential Vitamins and 11 Minerals and Trace 
Elements for more rapid and effective correction of 
complicating nutritional deficiencies, and more de- 
pendable restoration of optimal well-being. 


Each Capsule Contains: 
Ferrous Sulfate......... 
Vitamin B,2 
Folic Acid 


More rapid, dependable 

correction of all enemias 
Manganese 
Magnesium 
Phosphorus 


Potassium 


4 


Vitamin D 500 U.S.P. Units 
J. B. ROERIG AND MPANY, ipa 
Thiamine Hydrochloride. ... 2 mg. 


S36 LAKE SHORE DRIVE, CHICAGO 11, TLL. Riboflavin 2 mg. 
Pyridoxine Hydrochloride. . 0.1 mg. 
Niacinamide 
Calcium Pantothenate. ... 
With other B-Complex Factors from Liver. 
Available at all Pharmacies 
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SUSTAINED. 


through i-n-t-e-r-r-u-p-t-e-d RUTOL therapy 


Goodman and Gilman* stress the importance of assuring continuous 
response to nitrite medication by: (1) ‘“Employing the smallest effec- 
tive dose to initiate therapy, so that...” (2) “the dosage may be 
increased as tolerance develops” and (3) ‘‘cessation of administration 
of nitrites for several days’ to reestablish “‘the original degree of 
susceptibility ...” 


Cuggeated. Ru Cyclic Regimen. (Pitman-Moore Brand of Rutin, Phenobarbital 


and Mannitol Hexanitrate) 


5 —combines mannitol hexanitrate in suggested 

/ One Rutol Tablet after each meal small dosage, 16 mg. (4 gr) : phenoberbite 8 mg. 

. ; (% gr.)—sufficient to effective without danger 

and at night, for 2 weeks. be of over-sedation; rutin, 10 mg. ('¢ gr. approx.) 
to help safeguard against capillary fragility. 


Two Rutol Tablets q.i.d., for 1 4 PITMAN-MOORE COMPANY 


week. 


Pharmaceutical and Biological Chemist 
Division of Allied Laboratories, Inc. 
3 Use alternate medication for two Indianapolis 6, Indiana 
weeks, returning to Rutol as before. S *Goodman, L., and Gilman, A.: The Pharmacological 
3 Basis of Therapeutics, New York, The Macmillan Co., 1941- 
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e4-FOR THAT SPRING LIFT 


It's just around the corner, doctor ... that season 

when hematinics, tonics and vitamins reach a 
high peak of employment... when emphasis will be 
placed upon corrective therapy to counteract the affects 
of the many winter ills to which man is subject. The fol- 
lowing Breon products are of particular value in this 
broad field of indications. 


BECOMCO ELIXIR* —A palatable therapeutic formula of the B complex, 
plus B,;, Liver and Ferric Ammonium Citrate ... especially indicated where 
symptoms of lowered vitality are both multiple and obscure; particularly 
in children with “finicky” appetites. Available in bottles containing one 
pint, and in gallons. 


BREONEX-L (Soluble) —A highly concentrated, desiccated compound 
of the principal factors of vitamin B complex, augmented with B,,, for intra- 
venous or intramuscular injection. Indicated where rapid delivery and 
assured absorption are required ... after prolonged fever in hyperthyroid- 
ism and when absorption and utilization are impaired by gastrointestinal 
dysfunction. Available with Aqueous Diluent, 10 cc. Multidose Vial .. . or 
with Sodium Ascorbate Diluent, 5 cc. Single Dose Ampuls. Single combina- 
tion packages, or boxes of 25 combinations. 


FERRO-ARSEN—A usetul iron and arsenic tonic for intravenous injec- 
tion. Effective in iron deficiency anemias, since it places iron directly in the 
blood stream for quick and definite absorption. Efficient adjunct in patients 
static to oral iron therapy. Available in 5 cc. ampuls and 10 cc. ampuls, 
boxes of 6 and 25. 


DOXYCHOL-K and AS* (Tablets)—Doxychol-K ... extremely pure bile 
acid combination with potent hydrocholeretic and fat-emulsifying action. 
Widely used in the management of biliary dysfunction without choleli- 
thiasis, chronic cholecystitis, functional hepatic insufficiency and biliary 
stasis. Where effective sedation and spasmolysis are desired, in addition 


to hydrocholeresis, specify DOXYCHOL-AS. Both tablets available in bot- 
tles of 100, 500 and 1000. 


ALFABETAMIN Capsules— A&A combination of fat-and-water-soluble 
vitamins permitting wide flexibility in dosage. Excellent in vitamin defi- 
ciencies and as a dietary supplement. Available in bottles containing 
100, 500 and 1000 capsules. 


*Samples available to physicians on request. 


Write Dept. 8M for literature. 


GEORGE A. BREON & CO. 


Manufacturing Pharmaceutical Chemists 


1450 BROADWAY * NEW YORK 18, N. Y. 


May, 1952 
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Lhe American ~Geademy of Generad Practice 


pleased Ce 


((QTHE M&R AWARD (Q) ) 


PRESENTED BY THE M & R LABORATORIES 


lhe two most sgnificant serenbific avlecles 


fllisted lhe your 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 
WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 
BY A SPECIAL AWARDS COMMITTEE 
APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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, 0.1037 mg., 
atropine sulfat 
phenobarbital 
-) 16.2 mg. 
ROBINS CO., 


gr 
RICHMOND 20, 


sulfat 


foe full codecne analgesia 
on small codeiw dorage... 


When pain is too severe for relief by common 

analgesics, the use of Phenaphen with Codeine can 

often postpone or avoid resort to other narcotics. f 
The additive influence of Phenaphen’s ingredients — 
phenacetin, aspirin, phenobarbital and hyoscyamine 
sulfate—synergizes its codeine phosphate... permits 
its use in small dosage, free from its frequently 
adverse side-effects. Phenaphen with Codeine 

treats not only the pain, but “patients in pain” 
..-easing the entire pain reaction pattern. 


(The original non-narcotic formula) 


a PHENAPHEN WITH CODEINE PHOSPHATE % GR. 
(Phenaphen No. 2) 
a PHENAPHEN WITH CODEINE PHOSPHATE ¥ GR. 
(Phenaphen No. 3) 


A. H. ROBINS CO., INC, RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


Phenaphen @& 
wiht Codeine 
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DESIGNED, WRITTEN AND 
PUBLISHED SOLELY FOR THE BUSY 


*K GENERAL PRACTITIONER 


The American Academy 
of General Practice 


At last you, as an alert, progressive physician, can read 
a single monthly magazine and keep abreast of all the 
swiftly moving developments in the profession! Each 
month, without wasted words, GP’s top-flight editors pre- 
sent timely facts. Practical, news-making advertisements, 
approved only after meeting the highest standards of 
copy acceptance, keep you in touch with the accomplish- 
ments of leading medical suppliers. Yes, you will make 
the most of the time you spend in “required reading” if 
you place this carefully edited monthly magazine at the 
top of your list. The coupon below will bring you the 
current issue of — GP! 


EXACTLY FITS YOUR NEEDS! « 


American Academy of General Practice 
406 W. 34th Street 
Kansas City 2, Missouri 


Please send me, without charge, the current issue of 
GP and enter my subscription for one year. This means 
| receive 13 issues for the price of 12. 


You may bill me for the subscription price of $10.00, 


GET YOUR COMPLIMENTARY COPY NOW! ~ 
payable by the 10th of next month. 


ADDRESS 
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For ial Anemia Patient ! 
Ww es Not Require Iron Each ARMATINIC SPECIAL 


Capsulette contains: 


*Crystamin.......... 10 meg. 
@a special supple- Folic 1 mg. 
Sank Ascorbic Acid 
mont to (Vitamin C)........ 50 mg. 
B12 therapy. **Liver Fraction Ill (N.F.) 
with Desiccated 
© for special patients Duodenum.........350 mg. 


who cannot tolerate *The Armour Laboratories Brand 
iron. of Crystalline B12. 
**The liver is partially digested 
with an equal quantity of duo- 
denum during manufacture. 
Supplied: Bottles of J00. 


. Each ARMATINIC ACTIVATED 
britain macro- Capsulette contains: 


anemias Ferrous Sulfate, 


Exsiccated.........200 mg. 
*Crystamin........... 10 meg. 


f the hemopoietic Folic Img. 
factofs nee to aqssure a rapid and Ascorbic Acid 
complete response in these anemias (Vitamin C)........ 50 mg. 


with & minimum of therapeutic failures. **Liver Fraction Il (N.F.) 
with Desiccated 


Duodenum........-350 mg. 


ARMATINIC SPECIAL and ARMATINIC ACTIVATED *The Armour Laboratories Brand 
of Crystalline B12. 
Capsuleties both supply 812 plus activator, the intrinsic **The liver is partially digested 


factor to potentiate the effect of orally administered with an equal quantity of duo- 
vitamin Bi2. Also available ARMATINIC LIQUID, the denum during manufacture. 

new hematinic with Crystalline B12 and Clarified Liver, Supplied: Bottles of 100 and 
in 8 oz. and 16 oz. bottles. ann 


THE ARMOUR LABORATORIES cuicaco 11, 
_ PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 


® 
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GRATIFYING RELIEF 


From distressing 


Urogenital Symptoms 


In a matter of minutes, the local analgesic action of Pyripium safely 
allays burning, dysuria, urgency, and frequency which often accompany 
cystitis, prostatitis, urethritis, and pyelonephritis. 


PyRIDIUM is compatible with crystalline dihydrostreptomycin sulfate, penicillin, 
the sulfonamides, or other specific therapy, and is frequently administered 
together with one of these agents to provide the dual approach of 
symptomatic relief and corrective action. 


PYRIDIUM 


(Brand of Phenylazo-diamino-pyridine HCl) 


Pyripium is the registered trade-mark MERCK & Cok INC. 


of Nepera Chemical Co., Inc. for 
its brand of phenylazo-diamino- Manufacturing Chemists 

pyridine HCl. Merck & Co., Inc. RAHWAY, NEW JERSEY 
sole distributor in the United States. In Canada: MERCK & CO. Limited-Montreal 
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Ciba announces 


the availability ofa 


new antihypertensive agent 


Trade Mark (brand of hydralazine) 
hydrochloride 


oie Clinically investigated 


as C-5968 and also 
1-Hydrazinophthalazine. 
hydrochloride 
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Clinical Significance 


By virtue of its dual capacity to reduce blood pressure and yet in- 
crease blood flow through the kidney, Apresoline provides a new 
and improved approach to the medical management of hypertensive 
disorders. Its value is augmented by its tendency to cause significant 
relaxation of cerebral vascular tone in hypertensive patients, oral as 
well as parenteral effectiveness, and relatively low toxicity. 


Indications 


Apresoline has proved therapeutically useful in widely differing 
forms of hypertensive disease. The drug is of distinct value in essen- 
tial and early malignant hypertension, its effectiveness often being 
more marked in the severe (although not terminal) phases of these 
disorders. It is also most effective in hypertension persisting or 
recurring after sympathectomy. 


Preliminary studies indicate that worthwhile results also may be ex- 
pected in toxemias of pregnancy and in acute glomerulonephritis. When 
renal damage is advanced, as in chronic renal hypertension and 
chronic glomerulonephritis, the value of the drug is considerably less, 
and it may be hazardous if not used with extreme caution and 
constant observation. 


Administration 


Before prescribing or administering Apresoline, it is essential that 
the physician thoroughly familiarize himself with the characteristics 
of the drug. The benefit derived from Apresoline by the patient is 
dependent in vital degree upon the most meticulous attention to 
individualization of administration, dosage, and its adjustment in 
accordance with response. 


Caution 


Apresoline, like any hypotensive agent, should be used only with extreme 
caution in patients with coronary artery disease, advanced renal damage, 
and existing or incipient cerebral vascular accidents. 


For complete information on Apresoline, 
contact the Ciba Professional Service 
Representative or write the Medical Service 
Division, Ciba Pharmaceutical Products, Inc., 
Summit, New Jersey. 


of Hypertensive Disorders 
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In cardiac decompensation when 
maintenance 
dosage 


see-sawing... 


digitaline 


chief active principle of digitalis purpurea for positive, controlled maintenance 


Initial compensation of the failing heart may now be accomplished in hours 
rather than days — but maintenance of the compensated state is 

often a regimen of years. Continuous adjustment of the daily cardiotonic dose, 
which may contribute to patient morbidity, is often obviated when 

a preparation of reliable, constant and unvarying potency is employed. 


DIGITALINE NATIVELLE, the pioneer digitoxin, is such a preparation. 

It provides a uniform dissipation rate with full digitalis effect between doses. 
Switch your “difficult’’ patients to DIGITALINE NATIVELLE for smoother 
maintenance. Prescribe it for initial digitalization. You will be impressed 

with its rapidity of action and virtual freedom from local side effects. 


DIGITALINE NATIVELLE is available, at all druggists, in three strengths 
for precise dosc — 0.1 mg. (Pink), 0.15 mg. (Blue), 0.2 mg. (White). 
Because of the high order of purity, most patients are adequately 
maintained on 0.1 mg. daily. The average dose for digitalization 

is 1.2 mg. in three equal doses at 4-hour intervals. 


Send for brochure: “Modern Digitalis Therapy.” Clinical sample available on request. 


VARICK PHARMACAL COMPANY, INC. (DIVISION OF E. FOUGERA & CO., INC.) NEW YORK 13, N. Y. 
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“ARREST OF BLEEDING ACCORDING TO PLAN”! 
In functional uterine bleeding, “excellent results may be 
expected in 95 per cent or more”’!? of patients treated by 
a simplified regimen. 


DOSAGE SCHEDULE 


1st DAY (all cases) 


1 TUBEX 
IF BLEEDING STOPS IF BLEEDING PERSISTS 
WITHIN 12 HOURS MORE THAN 12 HOURS 


1 TUBEX 1 TUBEX 


3rD DAY 


1 TUBEX 


4th DAY 


1 TUBEX 


STH DAY 


1 TUBEX 


tIf bleeding is severe, two Tubex are given the first day. 

Withdrawal bleeding occurs one to six days after cessation of Tristerone 
therapy, and will last four or five days. 

To institute normal cyclic bleeding, plan therapy with Progesterone Membrettes®, 


An aqueous suspension of: 
Estrone 
Progesterone 
Testosterone 
in each TUBEX®. Each package contains 3 TUBEX and 3 sterile needles. 


Also available: Injection Tristerone, vials of 5 cc. 


INJECTION 


TRISTERONE 


PROGESTERONE, TESTOSTERONE, AND ESTRONE, WYETH 


1. Greenblatt, R.B.: M.Clin.North America, 34:1551, 1950. 
2. Greenblatt, R.B., and Barfield, W.E.: Southern Med.J.. 44:1131-1134, 1951. 
*Trademark 


Wyeth Incorporated, Philadelphia 2, Pa. 
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ERCUHYDRIN 


keep cardiacs at constant weight 


In congestive failure, Tablets MERCUHYDRIN with Ascorbic 
Acid provide a simple, effective and safe method of 
maintaining optimum weight levels by the oral route. 

Alone or supplemented by injection, Tablets MERCUHYDRIN 
with Ascorbic Acid simplify management and help the 

cardiac adjust to the requirements of long-term therapy. 


CONTINUOUS DAILY ADMINISTRATION 


The key to optimal clinical results in oral diuretic therapy is continuous 
therapy —Tablets MERCUHYDRIN with Ascorbic Acid, one or two tablets daily, 
morning or evening, preferably after meals. To secure the greatest efficacy 

and all the advantages of Tablets MERCUHYDRIN with Ascorbic Acid, 

prescribe an initial three-week supply . . . 25 to 50 tablets. 


Any patient receiving a diuretic should ingest daily a glass of orange juice, 
a banana, or other supplementary source of potassium. 


ea. ership in diuretic research. 
dle LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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MEADS” 
DEXTRI-MALTOSE 


A 
Consisting af maltose and 
from the enzymic action of 


malt on corn tout. 


Sopium ¢ CHLORIDE 2% 


arbohydrate 


for SPECIALLY PREPAREO 
USE in FORT FOR! 


MEAD JOHNSON & 00: 


EVANSVILLE, IND., U. 


REQUENT mention in authoritative pediatric 

literature supports the classic caloric distribu- 
tion of 15% protein, 35% fat and 50% carbohy- 
drate for infant formulas. 

This assures ample protein for development of 
sound tissue structure. And it supplies adequate 
carbohydrate to spare protein for its essential func- 
tions, meet energy needs, promote good fat me- 
tabolism and maintain water balance. 

This classic caloric distribution is conveniently 
represented by | part evaporated milk and 2 parts 
water with 5 per cent added carbohydrate—roughly 
1 tablespoon of Dextri-Maltose® to each 5 ounces 
of formula. 

For over 40 years, milk and Dextri-Maltose for- 
mulas with these approximate proportions have 
been used with consistent clinical success. 


ZSVANSVILLE 21,10 D., U.S.A. 
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